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THE FEDERAL ROLE IN PROVIDING SERVICES 
TO THE MENTALLY ILL 



TUESDAY, MAY 19, 1987 

House of Representatives, 

Human Resources and 
Intergovernmental Relations Subcommittee 
OF THE Committee on Government Operations, 

Washington, DC. 

The subcommittee met, pursuant to. notice, at 9:30 a.m., in room 
2154, Rayburn House Office Building, Hon. Ted Weiss (chairman of 
the subcommittee) presiding. 

Present: Representatives Ted Weiss and Jim Lightfoot. 

Also present: James R. Gottlieb, staff director; Diana M. Zucker- 
man, professional staff member; Gwendolyn S. McFadden, secre- 
tary; and Mary Kazmerzak, minority professional staff. Committee 
on Government Operations. 

OPENING STATEMENT OF CHAIRMAN WEISS 

Mr. Weiss. The Human Resources and Intergovernmental Rela- 
tions Subcommittee will come to order. 

Today's hearing will review the Department of Health and 
Human Services* response to the national tragedy of mental ill- 
ness. We will focus on delivery of services for the severely mentally 
ill, and the leadership role of the National Institute of Mental 
Health in helping States and communities improve those services. 

Approximately 29 million Americans suffer from some form of 
mental illness that requires professional treatment. Virtually everv 
State is facing an increasing problem of homeless mentally ill 
people on their streets, mentally ill citizens who refuse treatment 
because they don't think there's anything wrong with them, and 
private and public hospitals that dump patients in order to save 
money. 

And so, not only are there millions of mentally ill Americans not 
receiving adequate services, but also millions of angry and frustrat- 
ed parents and family members, who can't find help for their men- 
tally ill loved ones, and citizens who are concerned or frightened by 
the self-destructive or aggressive behavior of neighbors, but who 
don't know where to turn for help. 

The problems that America now faces are tied to the deinstitu- 
tionalization movement, which took the mentally ill out of institu- 
tions with the promise that they would receive services through 
community programs. This movement started in the 1960's during 
the Kennedy administration, but was undermined by a wide range 
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of social and economic chr nges since then. The lack of community 

f)rograms for the mentally ill is a natiomvide problem, although 
ack of inexpensive housing in urban areas, and the farm crisis in 
rural areas, have contributed to different problems in different 
parts of the country. And yet, the Federal Government has tended 
to stay away from providing services to the mentally ill. 

Federal ixinds and staff for NIMH programs have been cut dras- 
tically in recent years. The Alcohol, Drug Abuse, and Mental 
Health Block Grant has cut funds for those programs by 24 percent 
since 1980, when inflation is taken into account. Money to train 
mental health professionals has been cut 85 percent. The States 
have had to take over most of these responsibilities. However, the 
Congress continues to require NIMH to assist the States by provid- 
ing funds for programs and technical information. 

I believe it is appropriate to review what the Federal Govern- 
ment is doing to provide leadership to States and communities in 
their efforts to improve services for the severely mentally ill. The 
hearing will focus on how some States and cities are effectively 
using Federal funds, and how Federal efforts could be improved. 
The role of NIMH in providing funds for services, grants for evalu- 
ating the effectiveness of particular programs, and t^echnical assist- 
ance to States and communities, will be discussed by experts from 
across the country. 

At today's hearing, we will be seeking answers to a number of 
questions, including: (1) how widespread are the problems regard- 
ing lack of appropriate services for the severely mentally ill; (2) 
why have Federal entitlement programs been inadequate in provid- 
ing basic living requirements and treatment for many of the se- 
verely mentally ill; and (3) what Federal programs have been most 
effective, and how can they be strengthened? 

Our witnesses include experts in the field of services for the men- 
tally ill, either from personal experience as parents, or as research- 
ers, service providers, advocates, and current and former adminis- 
trators at the city. State, and Federal levels. We are very pleased 
to have these distinguished panelists here with us today. 

At this point I would like to recognize our distinguished ranking 
minority member, Mr. Lightfoot, for his opening comments. 

Mr. Lightfoot. Thank you, Mr. Chairman. Vd like to commend 
you for holding this hearing today to examine the role of the Fed- 
eral Government in providing services to the mentally ill, an im- 
portant topic in light of reports that many of society's mentally ill 
are not receiving adequate and appropriate services. The case of 
America's homeless, an increase in youth suicides, and an increase 
in mental health problems among rural residents, underscore the 
need for us to examine our mental health system to determine 
what is and is not working. 

Throughout the last 20 years this country's approach to serving 
the mentally ill has changed considerably. WeVe attempted to go 
from a system of institutionalization to one of community-based 
programs. In some States and communities, effective community- 
based systems have bean established. However, in others the men- 
tally ill still lack appropriate services. 

In rural America we have an especially critical need for mental 
health services. Recent studies inaicate that the downturn in the 
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farm economy has created serious and possibly long lasting mental 
health problems among our rural residents. 

An Iowa State UniverfJty extension service poll shows that of 
2,000 rural residents that were interviewed, 75 percent believe that 
their quality of life has declined during the last 3 years. Thirty-two 
percent indicated that the level of stress in their lives had in- 
creased during the last 3 years. Seventy-five percent reported an 
increase in disagreements and tensions among their spouses and 
children, and 49 percent of the children had experienced more 
problems in school. 

Another study in Minnesota revealed that 3 out of every 100 ado- 
lescents in three rural counties had attempted suicide during the 
month prior to the study. The national average is 2 out of every 
1,000. 

Another study of 50 rural community mental health programs in 
12 Midwest farm States found widespread emotional distress in 
rural areas with 64 percent reporting a moderate to very large in- 
crease in client dysfunctioning. 

In the State of Iowa, an increase in demand of mental health 
services, coupled with declining State and local financial resources, 
has taxed the mental health care system. Iowa has sought to devel- 
op programs ensuring that limited resources are targeted effective- 
ly and efficiently among populations most at risk of having mental 
health problems. 

Among some of th States* initiatives are continuing reliance on 
the community supp i progrtim, a National Institute of Mental 
Health demonstration grant designed to serve the mentally ill el- 
derly, and a grant proposal for funds under the NIMH rural health 
demonstration program. 

The Federal Government, the State and local governments, and 
the private sector, all play an important cole in ensuring that the 
mentally ill receive appropriate communit^'-based mental health 
services. Coordination among these different parties is essential as 
we seek to provide services to a diverse population of people in 
need of assistance. 

State and local governments should continue to have maximum 
flexibility in designing programs best suited to care for the mental- 
ly il! in their communities. 

In addition, these entities should be able to draw upon Federal 
support and information to assist in the development of new and 
innovative progranis. Moreover, the Federal Government should 
continue to focus its efforts and priorities on research into the 
causes and cure of mental illness. 

Mr. Chairman, I look forward to hearing the suggestions of the 
witnesses on how we can make sure that our Nation's mentally ill 
receive the best possible care and services, and, again, I thank you 
for calling this hearing. 

Mr. Weiss. Thank you very much, Mr. Lightfoot. 

Before we begin to hear from our witnesses, let me just indicate 
that we will from time to time have additional members of the sub- 
comniittee joining us, and some of us departing. On the floor today 
there's some very active legislative business, and from time to time 
we'll be interrupted by demands for a rollcall vote, and our attend- 
ance will be required. 
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We will try to make those breaks as brief as possible, so that we 
can get the hearing concluded with as little difficulty as possible. 

As is the custom of the Government Operations Committee, all 
our witnesses will be sworn in. From time to time during the hear- 
ing we will be inserting into the record, without objection, docu- 
ments relevant to this hearing. 

Before we begin, let me say to all our witnesses that the full text 
of your statements will appear in the record. Because of the long 
list of witnesses today, and because of the important business on 
the floor, we're asking all of you to summarize your testimony. 
There v/ill be time for questions after each panel's presentation. 

Let me now welcome our first panel of witnesses. Ann Baxter, 
executive director of the Calvary Shelter in Washington, DC; and 
Dr. Davis Pollack, a parent from Bay Shore, NY, who is represent- 
ing the National Alliance for the Mentally 111. 

If you will take your positions at the witness table behind the 
chairs that are set aside for you, we can then proceed. Please raise 
your right hand. 

Do you affirm that the testimony you are about to give is the 
truth, the whole truth, and nothing but the truth? 

I^et the record indicate that both witnesses have responded in 
the affirmative. Please take your seats. 

Ms. Baxter, we will begin with you. It is a pleasure to have both 
of you with us today. 

STATEMENT OF ANN BAXTER, DIRECTOR, CALVARY SHELTER, 
WASHINGTON, DC 

Ms. Baxter. Thank you for allowing me to testify this morning. 

My name is Ann Baxter, and as the director of Calvary Shelter 
for homeless women, I am responsible for caring for some of the 
most severely mentally ill in the District of Columbia. I speak to 
you today as both a shelter provider and as a member of the Dis- 
trict of Columbia Advocates for the Mentally 111 Homeless. 

At Calvary Shelter, over 90 percent of the residents suffer from 
mental illness. Before the shelter opened in January 1983 many of 
the residents were sleeping out on the grates, in parks, and in 
metro stations. A large percentage of then?* had just been released 
from St. Elizai:eth*s Hospital, the local mental health institute in 
the District of Columbia. And instead of being placed into a thera- 
peutic permanent living arrangement, they were simply given a 
bus token and the address of a local shelter. 

On one occasion a woman arrived at Calvary Shelter at 11 
o'clock in the evening when it was 30 degrees outside. She was 
dressed in a cotton shortsleeved dress and slippers. She carried a 
prescription for psychotropic medication, though she had no money 
to fill it, the name and address of the shelter, and nothing else. 
This woman had just been discharged from St. Elizabeth's Hospital. 

Other District hospitals have similar procedures. Attached to the 
wall in the emergency room of one District hospital are the tele- 
phone numbers and addresses of city shelters. Although emergency 
shelters are essential in providing clothing, food, and shelter, they 
are of questionable therapeutic value, and should only be used for 
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temporary emergency situations, for example, when there is a nat- 
ural disaster. 

As a shelter provider I envision myself as a provider of emergen- 
cy shelter and do not want to be seen as a long-term solution to 
housing the mentally ill homeless. Shelters are not permanent 
ho'ising situations. 

The shelter is an extremely stressful environment, where strang- 
ers live in close quarters, where's there's little or no privacy, and 
where, most disturbing of all, there are not adequate mental health 
services to meet the needs of the population served. 

I suggest that Federal guidelines for appropriate hospital dis- 
charge be set up so that shelters would no longer be seen as proper 
placements and referrals. 

I would like to share another story with you concerning a former 
Calvary Shelter resident. This woman had lived in the shelter for 3 
years. She spent every day panhandling ouiside the old Hecht's de- 
partment store. She refused to go inside any building during the 
day, even during the winter months. As a result of her spending 12 
hours outside, she was in poor physical health. Due to her schizo- 
phrenia, she was only able to speak in garbled sentences, and after 
knowing her for close to 2 years, I was still only able to find out 
her name and age. 

Her behavior in the shelter was frequently bizarre and unpre- 
dictable. This was due to her mental illness. The woman would 
often become aggressive with the shelter staff, which was extreme- 
ly intimidating as she weighed close to 200 pounds. 

On one occasion she chased me around the room and I was 
forced to lock myself into a secluded area in order to get away from 
her. When I phoned the police, they arrived and refused to take 
her because she had calmed down by then and did not appear 
harmful to them. 

It was not until bodily harm was done to the staff social worker 
that they agreed to take her in for a psychiatric evaluation. After 
the hospitalization, and treatment with medication, this woman 
now carries on a normal conversation, no longer lives outside, but 
in a group home for the mentally disabled. She is an example of 
how commitment to an institution can provide the type of support- 
ive treatment some of the mentally ill desperately need. 

I would urge you to conduct a study on the current effectiveness 
of tlie commitment laws. New liberalized mental health laws have 
made involuntary psychiatric treatment almost impossible, and al- 
though I am not advocating a return to the past, I do advise evalu- 
ating them. 

Another common problem shelter workers have is obtaining 
medical and financial benefits for the mentally ill. One of the most 
tragic stories regarding the ineffectualness of the present benefit 
system involves the inability of a 73-year-old woman to obtain her 
supplemental security income check. She lived at Calvary off and 

l^^ ^y®^^^- She was mentally and physically disabled, along 
with suffering from alcoholism. She frequently slept out in the 
park, and only liked to come to the shelter when it got too cold, or 
just to clean up in the showers. The first time she came to Calvary 
was lust after she had been raped. 
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As with most clients, we established a trusting relationship with 
her, and then began the arduous task of applying for benefits on 
her behalf. We started the process for SSI in 1984, received the 
check in 1986. About 3 weeks before the check was received we 
were able to arrange for her to move into a home for the elderly 
with the understanding that the payment would soon be forthcom- 
ing. Unfortunately, this woman died before she ever saw the check. 
We received a back payment of $5,000 one week after we had 
buried her in Potter's Field. 

Health insurance and benefits are crucial support, yet most 
homeless mentally ill have neither. Applying for benefits is ex- 
tremely complex and requires a lot of paperwork, visits to many 
different officii, and for the mentally ill, willin^ess to be evaluat- 
ed by a psychiatrist. 

In many ways this system was not designed to be accessible for 
the mentally disabled, and thus fails one of the very populations 
that should be served. 

Society in general has seemed unwilling to accept the chronically 
mentally ill back into the community. The result has been that 
many of the chronic mentally ill have not been able to cope with 
life on their own, and have eventually become homeless, ending up 
on the streets. Yet, with proper care and support, they can become 
an integral part of our society. 

The stories I have shared reflect the most severe, for this is a 
population we see in shelters. There are millions of mentally ill 
persons that lead normal, productive lives in our communities. By 
educating the public in order to remove the stigma of mental ill- 
ness, by creating innovative programming, and providing housing 
and opportunities for job training, we shelter providers envision 
the day when our facilities will no longer be the new institutions 
for the mentally ill. 

Thank you. 

[The prepared statement of Ms. Baxter follows:] 
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TFSTIMONY OF ANN BAXTER 



for the 



DC ADVOCATES FOR THE MENTALLY ILL HOMELESS 



In January of 1983 when it became evident that steadily increasing 
nunbers of homeless women were being forced to sleep in parks and 
Metro stations due to the lack of permanent living arrangements in 
the city, Calvary Shelter, an emergency night shelter for homeless 
women, was opened. As the Director of Calvary and as a shelter pro- 
vider, I am responsible for caring for ^ome of the most severely ill 
in the District of Columbia. I s.^^eak to you today as both a shelter 
provider and as a member of the DC Advocates for the ^intally 111 
Horeless. 

The homeless mentally ill population is the product of many fact- 
ors. The deinstitutionalization movement of the last 20 years dis- 
charged hu.ndreds of thousands of rtate mental hospital patients in- 
to the community \rith little planning and support. It was thought 
that thft new psychiatric "wonder drugs, •* which were to be the pan- 
acea of the mentally ill, combined with the development of local 
community mental health centers would prevent the necessity of 
long-term psychiatric hospitalization. Unfortunately, the dollars 
never followed the patients, and only a fraction of the local com- 
munity mental health centers were ever built. A system of communi- 
ty care and social support for the mentally ill was never developed. 

It has been my ex^^erience that instead of releasing these patients 
to therapeutic, in-place living arrangements, many are simply given 
a bus token and the address of a local shelter. While some do in- 
deed make it to shelters, others do not and often end up living in 
parks, shopping malls or on the grates. On one occasion- when it 
was 30 degrees outside- a woman arrived at Calvary in the late 
evening dressed only in a cotton short sleeved dress and slippers. 
This woman had a prescription for psychotropic medication in hand 
(though no money to fill it) , the name and address of the shelter 
and nothing else* She had just been dischargee! from St. Elizabeth's 
Mental Health Hospital. And it seems to be established procedure for 
one particular DC hospital to routinely release its emergency room 
patients to area shelters. Attached to a wall m the emergency room 
are the telephone numbers and addresses of the city*s shelters. 

Although emergency shelters are essential in providin9 the homeless 
with food, clothing and shelter, they ars of questionable thera- 
peutic value and should be used only as a temporary measure. A3 a 
shelter provider, I envision myself as a provider of emergency shel* 
ter and do not want to be seen as a long-term solution to housing 
the mentally ill homeless. Shelters are not permanent housing situ- 
ations. The shelter is an extremely stressTul environment where 
strangers live in close quarters, where there is little or no pri- 
vacy, and where most disturbing of all, there are no adequate mental 
h«Alth services to meet the needs of the population served. 

I suggest that federal standards or guidelines for appropriate hospi- 
tal discharge settings be set up so that shelters would no Ic .ger be 




9 



-2- 

sccn as "proper" placements or referrals. A hospital's failure to 
comply could be documented by the shelter and a fine or same other 
consequence be imposed upon the institution. Z want to prevent a 
tragedy like this one that involved a former resident of Calvary. 
A woman who lived in 9J\d out of shelters for several months was 
eventually committed to our area*}^ mental health facility. When 
she wao told that she was going to be released agai into the com- 
munity she voiced strong fears about returning to tue streets and 
shelters. Soon thereafter, the Juapcd frota chc Uch Scrnct Bridge into 
Che Anacosdj River. She did not die in the suicide .icceapc buc the 
poHcetadn who DAde the rescue drowned. 

Traditional mental health treatment approaches usually are not 
ef.tdctive in reaching or treating homeless mitntally ill persons. A 
mental health treatment program for the huJ^eless nentally ill should 
include dome stabilixatlon of their immediate physical environhiont, 
rhe provision of shelter, food, and physicc^l health care, and pro** 
tectlon from violencc-^all significant aspects of the mental health 
treatment process. It is very difficult to help these people with- 
out first establishing rapport and trust. It is necessary to deliver 
the type of mc.ital health care that these persons can accept and in 
a location where they will accept it. Often this means establishing 
and delivering mental health services In shelters. Shelters are im- 
port.int Sites in which to make '^cont^^ct** with the homeless and may 
constitute a f..rst stage xn thr process of rehabilitation and reset- 
tlement. Thus, I would like to suggest that those students seeking 
financial aid to complete their study ir psychiatry or clinical psy- 
chology work in the community with the mentally disabled In partial 
repayment £or their federall>' guarantes^ student loans. 

I would also like to suggest that a study be done on the effective- 
ness of current commitment laws. S'ew liberalized mental health laws 
ha^re made involuntary psychiatric treatment almost impossible. And 
althouah I «>m not advocating a return to the past, I do advise e*'al* 
uatlng them. 

I*d like to share a story with you. A woman who lived at Calvary for 
3 years spent every day of the year panhandling outside the old 
Hccht*s Department Store. She refused to go inside any building dur- 
ing the day, even during the winter months. As a result of her spcnd- 
in9 12 .hours each day outside, she was in poor physical health. Due 
to her schizophrenia, she was only able to speak in garbled sentences. 
And after knowing her for two years, I still was only able to find 
out her name and age. Her behavior In the shelter was often bizarre 
and unpredictable. (This was also due to her mental illness). She 
frequently became aggressive with the staff which was extremely in- 
timidating since she weighs close to two hundred ^ocnds. On one occa- 
sion, she chased me around the facility and X was forced to lock my- 
self into a secluded area in order to get away from her. When the 
police arrived they refused to take her because she was by now calmed 
down and she did not seem harmful to them. It was not until the staff 
social worker was physically hurt by this resident that they agreed 
to take her for psychiat.ic evaluation. After hospitalization and 
treatment with medication, thxs» woman now carries en a normal conver- 
sation, no longer lives outside but in a group home for the mentally 
disabled. She is an example of how commitment to an institution can 
provide the typo of supportive treatment tome of the mentally 111 
desperately need. 
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WhiXe many homel'* >s persons have no financial support at all, the 
level of disabilitv of most homeless mentally ill patients is usu~ 
ally substantial enough to warrant Supplemental Security Income 
(SSI) or Social Security Disability Insurance (SSDI) . Paradoxically, 
however, because of their severe mental siinptoms, they are unable 
to follow cne very difficult bureaucratic procedures necessary to 
<jain access to the Social Security Disability Program. As a result, 
they are excluded from treatment in most voluntary and private fa- 
cilities, some of which would treat the chronic patient if insurance 
was available. 

One of the most tragic stories regarding the mef fectualness of the 
present benefit system involves the inability of a 73 year old woman 
to obtain her SSI check. She lived at Calvary off and on for three 
years. She was mentally and physically disabled and also suffered 
from alcoholism. She often slept m the parks and came to the shel- 
ter to clean up occasionally or when it got too cold to remain out- 
side. The first time she came to Calvary was just after she had 
been raped. As with most clients, we established a trusting rela- 
tionship with her and then began the arduous task of applying for 
benefits on her behalf. We started the process for SSI in 1984 and 
received a check m 1986. About three weeks before the check was 
recei'-ed, we were able to arrange for her moving into a home for 
th*5 elderly with the understanding that payment would be soon forth- 
coming. Unfortunately, this woman died before she ever saw the 
check. We received a back payment of $5,000 one week after we buried 
her in Potter's Field. 

Health insurance and benefits are crucial supports, yet most home- 
less mentally ill persons have neither. The SSI Program appears to 
be one of the few long-range assistance programs for the mentally 
disabled. Yet ac £ss to this program must be free from overwhelming 
obstacles. In many ways, this system and others like it were never 
designed to be accessible to the gravely mentally disabled, and 
thus fail one of the very populations that should be served. 

Society, in general, has seemed unwilling to accept the chronically 
ill back in the community. The result has been that many of the chron- 
ically mentally ill have not been able to cope with life on their own 
and have eventually become homeless, ending up on the streets of 
America. Yet with proper cart and support they can become an integral 
part of our society. The stories I have shared reflect the most se- 
vere for this IS the population we see in the shelters. There are 
millions of mentally ill persons that lead normal productive lives 
in our communities. By educating the public m order to de-myth the 
stigma of mental illness, by creating innovative programming, by 
providing housing and opportunities for 30b training, we shelter 
providers envision the day when our facilities will no longer be 
the "new institutions for che mentally ill." 
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Mr. Weiss. Thank you, Ms. Baxter. 
Dr. Pollack. 

STATEMENT OF DAVIS POLLACK, D.D.S., BAY SHORE, NY, REPRE- 
SENTING THE NATIONAL ALLIANCE FOR THE MENTALLY ILL 

Dr. Pollack. Thank you, Mr. Chairman, and members of the 
subcommittee. 

I am grateful for the opportunity youVe extended to me as vice 
president of the National Alliance for the Mentally 111, to share 
with you some of the perceptions and experiences of families of the 
seriously mentally ill. 

This brief oral presentation will personalize and supplement the 
very lengthy written testimony that has already been presented to 
your committee. 

The alliance represents 70,000 members and over 730 self-help 
and advocacy groups. It was founded in 1979. Our offices are in 
Rosslyn, VA. 

I have a story to tell, a story that is not unique to my family; of 
a 37-year-old daughter, gifted, sensitive, loving, tormented with 
manic depression for 18 years, an extraordinary violinist, ,a beauti- 
ful, tender person, whose life has been shattered by the illness. 
Hospitalized at the moment. Very frightened, confused, exhibiting 
infantile behavior. 

I have a 27-year-old son., briiiiant, a National Merit somifinalist, 
outstanding athlete, struggling v/ith schizophrenia for 10 long 
years. Often hallucinating, delusionary, and exhibiting bizarre be- 
havior. 

Both have been hospitalized many, many times, indicative of the 
chronicity of this illness. The anguish and pain they live with day 
by day defies description. 

My son has had three serious suicide attempts. He's now func- 
tioning on a minimal level, socially withdrawn, isolated, rejected by 
friends, attending a day program, trying to relearn the basic every- 
day living skills. 

My daughter has manifested psychotic behavior for years, ex- 
treme mania and depression, traveling throughout the country 
with complete dependency on anybody she would meet, unable to 
think or function for herself. For the last 6 years she has been 
married to an alcoholic whom she met in the psychiatric unit. It 
has been one crises after another for both of them. 

Despite it all, my children, as well as the others, who are ill, dis- 
play remarkable courage in their attempts to get well and restore 
some dignity and normalcy to their lives. 

My third child, age 30, a middle son, has nowhere achieved his 
potential. An honor student at Yale tJniversity for 3 years, his 
grades dropped dramatically, simultaneously with the onset of his 
brother's illness. He withdrew from school and lives with the typi- 
cal reaction of a sibling, fear and guilt, why them? Why me? 

My wife and I have been devastated emotionally, physically, and 
financially with the seemingly hopeless task of coping, and obtain- 
ing the optimum, and in many cases having to settle for the mini- 
mum care, treatment, and services for our loved ones, both at out- 
patient and inpatient settings. 
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Relatives and friends did not understand the illness, were fright- 
ened of it, and did not reach out with support and compassion. We 
fought a lonely battle before NAMI surfaced. 

We and other families felt guilt and shame until science in- 
creased our knowledge of biological and biochemical causes of 
mental illness. The early theories led to my wife blaming me for 
our son's illness, and I blaming her for our daughter's illness. We 
become petty and irrational. You think illogically. The marriage 
suffers as the fabric of the family is torn apart. Ours was saved by 
professional help and support groups. 

Respite care for families is sorely needed. About 800,000 seriously 
mentally ill people today reside with their families. This is due to 
the fact that most systems today rely on us to be the primary care 
giver. In my State of New York, over 60 percent of the deinstitu- 
tionalized people end up living with the family due to inadequate 
community services and residences. 

The client and the family must learn to change their expecta- 
tions. It helps to make the illness more bearable. 

As 2 self-employed professional, the maximum insurance I could 
obtain was for 30 days inpatient care. There are 3ome psychiatric 
facilities that cost as much as $200,000 per year. 

The Government has provided no direction or leadership in edu- 
cating our society about mental illness, especially schizophrenia. 
How long must employment, educational, and housing opportuni- 
ties be denied because of myth, and ignorance, and fear? When will 
the media stop equating mental illness with violence? How long 
will millions of ill people and their families stay in the closet and 
deny the illness? 

We at NAMI have an intensive public awareness antistigma 
campaign. This must be a top priority with the Federal Govern- 
ment. We can't do it alone. Also, increased research effort and 
funding must come out of the Federal Government. 

Eighty-five percent of the total funding today comes from the 
Federal Government. We have started our own research founda- 
tion. National Alliance for Research for Schizophrenia and Depres- 
sion, to try and increase the role of the private sector, but we have 
a long way to go. 

I have come here today to raise my voice in protest, and anger, 
and frustration, to speak out against a shameful neglect of some of 
the most vulnerable and deprived citizens in this great land of 
ours. The mentally ill have committed no sin to rain God's wrath 
upon them, nor have they freely chosen unconventional lifestyles, 
or engaged in erratic behaviors. Their sole offense has been suscep- 
tibility to a particular form of physical illness which affects the 
brain. 

We must not exclude. We must not abandon, we must not neglect 
those who cry out for help. Thank you. 
[The prepared statement of Dr. Pollack follows:] 
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Htt ar« at last beginning to \md«r«tand that the mentally ill 
are phyeically ill--yet eomehow they are still placed outside 
the pale of compaeeion ehoim to cancer patients, AIDS 
victims, or others ravaged by disease. Instead of aercy and 
the healing hand of medicine bestowed so g^J^P^^^y °" f f " 
suffering other ailments, too often the mentally ill/^e left 
to their own devices, denied employment, shunted aside, 
humiliated and abandoned*^ 

once, lepers were ostracised by society* They had bells tied 
around their nec3cs to warn people of their approach, so 
everyone could get out of the way* The lepers were l«ft to 
slee^ in doorstips and beg for their survival* When a leper 
died, the only sorrow found*was in the quiet weeping of a 
2o?S;r, too aihamed to openly wail at the '^^'^ f^*];* 
potter's field* Today, leprosy is no longer so dreaded a 
disease and yesterday's outcasts are now treated with the 
dignity they deserve* 

Th? Topers 

But look around you, Mr* Chairman* Go down to First Street, 
or over to the ledges of some of the buildings at Federcl 
Triangle* You don't have to go far* There are new lepers 
there, huddled in the shadows, homeless, frightened, alone* 
They don't wear bells, but make no mistake* They are the 
lepers of today* People go out of their way to avoid them, 
io^^k around^them, to step over them* And at l^^st 40% of 
those who are homeless are mentally ill, seriously mentally 
ill* 

We call them "homeless" but often that is a misnomer* Many 
have homes and families who care for them* They are more 
aptly described as "being away from home," either because 
their illness has driven them to flight, or because they are 
disoriented and confused, or because their families could no 
longer £•« the constant'stress of being ^are-givers without 
respite* Some, of course, are truly homeless, a pitiful 
reflection of the lack of adequate housing for mentally ill 
adults in this country* 

But whatever the reason for "homelessness" the mentally 

ill, those living on the streets represent only one of many 
iip4r colonies in America today* It estimated that there 
are over 2 million seriously mentally ill persons in this 
country^-people with illnesses like f^^hi^^P^^^^^^^i^ejiS 
active triatient on any given day plus ^^old untreated 
cases) and bipolar and affective disorders (which are 
estimited to afflict 20 million P«°Pl«*t some time in their 
lives) * And each of those mentally ill lives in a leper 
colony of some form— either a private Hell or an 
institutional ghetto or in social exile* 
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The victiu of Msntal illn««« ar« not characterized by any 
diecemible deMographic feature — they aay come froa wealth or 
poverty, froa any race or creed, fro« rural as well as urban 
areas. They can be aale or feaale, young or old. The 
disease of aental illness stalks its prey without regard for 
the sanctity of hoae or hearth, it honors no talisman of 
faith or upbringing, it can strike your child as readily as 
it did aine (although there are genetic predispositions to 
aental illness) . And as I look about this rooa, I cannot 
help but wonder how aany here today already can echo ay 
feelings or will someday have to face thD bitter reality of 
the shattered dreams they hold for their children. 

The aentally ill do not usually bear any physical stigmata, 
but they do carry with thea the wounds of suffering in an 
uncaring environae*it. They are all victias twice over— once 
as the unfortunate hosts of a aisunderstood affliction and 
again as the pawns of a non- responsive treatment system. 



Deinstitutionalization 

Some, in the name of econoay and coapassion, were discharged 
froa state aental hospitals only to find that coinmunities 
were ill-prepared to accept thea and offer thea adequate 
treataent. Between 1955 and 1984, the long-tera patients in 
aental hospitals decreased froa 558,922 to 116,136. A large 
percentage becaae part of the "revolving door" variation of 
institutionalization. Released froa a state hospital, they 
struggled to aaintain theaselves in the coaaunity. When a 
relapse occxirred, they returned to the state hospital on a 
teaporary basis and were recycled out the door until the next 
episode. Chus, despite the "downsizing" of our institutions, 
the nuaber of state hospital adaissions in this country 
increased froa 178,003 in 1955 to 332,000 in 1984. 

Other aentally ill persons, whose illness caae after 
deinstitutionalization was an accepted nora, were denied 
access to the state hospital, even though they aight have 
been adaitted in earlier tiaes. But there were few 
alternatives they available to thea. They became the "non- 
institutionalized. " And where did they turn, Kr« Chairman? 
How did society respond to thea in the era of 
deinstitutionalization? 



Hone Care 

Most siaply stayed at hoae. Their parents and spouses and 
children reaained as the priaary care-givers and a aajor 
share of the costs which would otherwise have been borne by 
government were absorbed by their faailies. About 800,000 
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seriously mentally ill people today reside with their 
families. Public financial assistance is limited. Respite 
programs are practically non-existent. And a major worry of 
such families revolves around the question of who will assume 
the care*-giver role when age takes its toll on parents or 
spouse? How will children starting families of their own be 
able to meet the extraordinary burden of providing a decent 
life for their mentally ill mother or father? Questions for 
which, in today's world, there are no ready answers. 



Nursing Hones 

Three hundred thousand seriously mentally ill persons live in 
nursing homes. According to Dr. Howard Goldman of the 
University of Narvland, there are more chronic mental 
patients in intexaediate care facilities (ICF*s) than any 
other institution. In these long term care facilities, they 
receive almost no active treatment. Medication is frequently 
administered, not for therapeutic reasons, but to render the 
person docile for administrative convenience. In fact, the 
Health Care Financing Administration (HCFA) has created 
disincentives for providing treatment in nursing homes by 
classifying homes which offer mental health services as 
** institutions for the mentally diseased" and threatening 
Medicaid funding. 



Adult Foster Homes 

Adult foster homes are a growth cottage industry in America, 
with facilities springing up around the country like deserc 
wild flowers after a Spring rain. Many are fine establish- 
ments. But their rapid expansion in numbers has not been 
^accompanied by adequate quality controls. The result is a 
plethora of foster homes that are oftm deplorable and 
sometimes scandalous. Exploitation and victimization of 
mentally ill residents is an unfortunate reality in far too 
many cases. 



Group Homes 

Many mentally ill persons can benefit from congregate living 
arrangements, group homes where ^mpport and supervision are 
available and a sense of belonging can develop. But group 
homes are in exceedingly short supply and many communities 
have adopted zoning laws and other restrictive artifices to 
prevent the establishment of suitable group living arrange- 
ments for chronically mentally persons capable of semi- 
indopendent living. 
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Llfa In thm fifcraata 

Perhaps 100,000 to 150,000 chronically mentally ill live in 
the streets or in temporary shelters. I don't need to remind 
you of the desperate circimstances of their existence* They 
are easy targets for hoodlums, rapists, pushers, and othe 
criminals • They are harassed, hounded, mocked, and ignored* 
But treatment? it is as alien to them as a freshly pressed 
Broojcs Brothers suit* Most of their care is delivered in the 
emergency room, where no one checks the label on their 
clothing* 



Jails und Prisons 

A significant number— 25,000 or so— are residents of prisons 
and jails, where psychiatric care, if it exists at all, is 
clearly secondary to punishment as the treatment of choice 
for their illness* Sadly, for some the criminal justice 
system is a major entry point into the treatment system* The 
mentally iix person picked up for a minor crime may become a 
court-mandated client of the treatment system if a 
sympathetic judge hears the case* Or an uncontrolled 
psychotic may be confined to a forensic unit for treatment 
which should have been available without the commission of a 
horrendous offense against society* The mentally ill do not 
belong in jail or prison, but that is where we consign them 
when sft can no longer cope* 



Independent Living 

The picture is not totally bleak* About 200,000 mentally ill 
persons have stabilized enough to live independently* Some 
reside in satellite apartments provided by centers like the 
Green Door here in the District of Columbia* others can fend 
for themselves in the rental marketplace, either because they 
have independent means or are recovered enough to be gain- 
fully employed and self-supporting* But 200,000 out of 2- 
million is small solace indeed* 

And even these lucky few face tremendous challenges in 
finding decent housing* Hany work at entry level jobs or are 
on Supplemental Security income (SSI) * without financial 
assistance, through programs like Section 8, the cost of 
independent living would be prohibitive* In addition, a 
major source of housing for the mentally ill in the past is 
rapidly disappearing* Low-cost rooming houses and cheap 
hotels offering single-room occupancies (SRO»s) are being 
torn down in the name of urban renewal* Between 1970 and 
1980, nearly one million units were destroyed or converted to 
other uses* in New York City, well over half of the SRO»s 
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hav* hmix r«iov*d from the houuing «-irkct in th« past five 
years* Ther* i« a critical need to maintain and expand the 
Section 202 housing prograw io oGCuro the availability of 
adequate and suitable housing tor those msntally ill persons* 
capable cf independent or guasi<-ind^T>endcnt living. 

And so each of the alternatives to institurionalization has 
generated its own for* of leper colony, making pauialia of 
those who suffer from mental illness* The **eyste£*^ forces 
dependence and penalizes independence* 

Conmunitv Mental Health Cmnt^ra 

Theoretically, state and Federal resources were supposed to 
follow the deinstitutionalized client into the community* it 
never happened* 

At the dawn of the deinstitutionalization movement, its 
architects designed an elaborate system of community-based 
care for those who were released from state mental hospitals* 
The centerpiece of the system was to be the Community Mental 
Health Center (CMHC) , which would provide outpatient services 
to the chronically mentally ill* After passage of the 
Community Mental Health Centers Act in the early 1960s, 700 
CMHCs sprang up around the country* The nation appeared to 
be on the path toward a more humane and effective way to 
treat the mentally ill* 

But somewhere between the planning of the ** system** and its 
execution, something strange happened* The compassionate 
impulses of deinstitutionalization gave way to the cost 
containment necessities of tough fiscal times* The money 
never flowed into the system as anticipated* And so, the 
Community Mental Health Centers » anxious to prove their value 
but financially limited in their ability to meet their 
mandate, began to **skim** the easier patients, to treat those 
who could profit from the ** quick fix** appropriate to 
relatively uncomplicated disorders* They tended to focus on 
the **worried well,** who suffered from minor depressions, poor 
self-images, and the like* 

The chronic schizophrenic and the manic-depressive were the 
least desirable clients, because they consumed scarce 
resources while providing fewer success stories. They also 
tended to have less third-party coverage to supplement a 
Center's income* Today, only about 20 to 30 percent of the 
patients t:^eated at Community Mental Health Centers have had 
prior inpatient care at a mental hospital. Whether by 
volition, or by submission to the survival instinct, the 
CMHC*s have clearly not met their early expectations as 
comprehensive systems of community care for the seriously 
mentally ill. 
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Th* National Alliancs for thm Mantally ill and it« manbar 
faMiliaa ara atrong aupportara of tha concapt of coaMxinity- 
baaad cara. Ha do not want our lovad onaa unnacaaaarily 
aaquaatarad in far away inatitutiona. Ha want tha» naar to 
UB, whara wa can viait, land aupport and ancouragaaant, and 
aarva aa activa partnara with profaaaionala in tha traat»ant 
and rahabilitation procaaaaa* But wa cannot. aabraca 
dainatitutionaliiation without qualification, bacauaa wa hava 
aaan tha long, dark abadov caat acroaa tha landacapa of our 
hopas by a sham "ayataB** that ian't working. Tha covanant of 
cara that of farad ao auch proaiaa haa provad 'co laa^ 
aufficiant aubatanca to aarit our confidanca. 



Stata HrtapitalM 

Wharavar you look within tho aantal haalth ayataa, aoaathing 
ia brokan and naais fixing. Tha dapopulatad atata hoapitala 
raaain axpanaiva to aparata and afford aaagar traat»ant. 
Kany of tha buildinga ara out-aodad and badly in naad of 
rapair. Minoritiaa occupy a diaprpportionata ahara of tha 
bada in auch inatitutiona, atrongly auggaating that tha 
"ayataa" of cowtunity-baaad cara ia laaa than affactiva in 
aaating thair naada. 



Continuit y of Cara 

continuity of cara ia a concapt aora honorad in tha braach 
than in tha practica. Hhan a aantally ill paraon ia dia- 
chargad f roa ona traataant aatting to anothar, alaborata 
plana ara fraquantly drawn up to aaaura auch continuity. But 
within a f aw waaka, thoaa plana ara forgottan bacauaa thara 
ia no fixad accountability for follow-up. Racorda »ay ba 
kai>t by tha diacharging inatitution and sharad only in 
auraary faahion^ if at all. Tha racaiving traataant providar 
haa no obligation to aithar participata in tha diacharga plan 
or aaaura coaplianca. Diacontinuity ia aora charactariatic 
of tha "ayataa" than continuity. 

Tha abaanca of linkagaa parvadaa tha "ayataa." Lookad at aa 
a who la, all of tha alaaanta ara praaant to provida 
continuity aa a patiant aovaa through lavala of, cara— 
hoapitala, nuraing hoaaa, half-way houaaa, coaaunity cantara, 
privata facilitiaa, group hoaaa, aupportad indapandant 
living. But aach alaaant, unfortxinataly, tanda to ba a 
diacrata and autonoaoua intagar, unralatad to tha othara 
axcapt by tha hapyanatanca of coaaon cliantala. On occaaion, 
thay ara at war with ona anothar, with ona aagaent of cara 
"duaping" patianta on a diffarent alament to aa^o aonay or 
jaaintdin a desired patiant population mix. Philoaophical 
diaputea and incoapatibla treabaent aodalitiaa perpetuate 
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cl*avag*» within thm •••y«tea.»« Coapatition tor limited 
r*«ourc«« g*n*rat* •u«plcion« and inter-«l«a«nt hostilities. 
And through all ths intsmscins squabbles, it: is the 
vulnerable patient who suffers. 

In those rare cases where cooperation and coordination 
exist— in places like Dane County, Wisconsin— the "systea" 
works and patients benefit froa a saoothly functioning 
therape>itic streaa. Such places offer tried and tested 
nodels for fixing the ruptures in the '<systeB'< which have 
permitted so aar./ aentally ill persons to fall through the 
cracks. 



Vocationa l Rehabilita^toyi 

The lack of coordination is not restricted to trea^Aent 
services. It is endeaic to the whole range of prograas which 
should play a role in restoring aentally ill persons to 
productive citizenship and enabling thea to live up to their 
aaxiauB potential. Vocational rehabilitation (VR) services 
have only recently begun to pay attention to the aentally 
ill, but their utility is liaited by restrictive regulations 
which reflect a bias toward the needs of traditional clients 
among the physically disabled. And VR has few linkages with 
employment services or the providers of care for the aentally 
ill, so that treataent, rehabilitation, and eaployaent are 
viewed as distinct activities without a relationship to one 
another. 



The Health Care Systeffi 

The hjalth care systea has tended to keep only an aras-length 
association with the mental health systea, despite increasing 
evidence of the affinity between the two. He know that aany 
ailaents aask theaselves with the sy^ptoaology of mental ill- 
ness, yet misdiagnosis remains coaaon because physical work* 
ups are not routinely p: tpraed. Inappropriate treataents, 
synergistic adverse drug interactions, and neglect of basic 
health care needs arise too often because the therapist and 
the priaary physician do not coamunicate with one another. 
Ignorance of aental illness on the part of health care 
providers fosters a benign neglect at the patient's expense. 

The aentally ill frequently experience side effects froa 
their medications or suffer health complications arising froa 
their illness. Many mentally ill self-medicate through the 
use of alcohol or illicit drugs, drinking to quiet their 
mania or popping pills to relieve their anxieties. Substance 
abuse among the mentally ill coapounds treatment problems and 
may retjuire the special expertise of a variety of providers. 
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li^^l* k-csognition of th* i»port*nc* of intsr- 
•ctioiw b«tv««n th# various di»ciplin«». in fact, • ««nt«lly 

Tlw^'^f®" Buffsring oth*r phy»ic«l •ilmwits in co»bination 
with Bubstancs abuM, would llkaly b« ahuffisd hmck and forth 
through ■•p«r«t« ByBtwu. Th* pictur* that comb to mind is 
tha ga»a of TOBical chaira, only in thi» aituation, thara 
ian't any auaic to orchastrata tha danca. 

Ona of tha graat dangars in tha fragaantation of sarvica 

.fX ^" ^* "^^tally ill will ba ovarlookad in tha 
Planning for assantial prograaa outaida tha aantai haalth 
conunity. An awaranass of and BanBitivity to tha uniqua 
circuBatanoas of tha »antally ill ara vital among advocatas 
Afia providar. in tha fiald. of haalth cara, corractiona, 
aducation, rahabilitation, aaaploymant, houaing, and 
di»abilitia». But intardiaciplinary coordination and 
cooparation has baan slow to davalop and tha harvaat of thi» 
profaBBional ayopia has baan inadvartant naglac^ that is tha 
dominant Bystaaic faatura of tha anvironaant in which tha 
aantally in dwall* 

To cita but ona axaapia, haalth profa»»ional» and policy- 
aaxara around tha nation ara focuming conaidarabla rasourcas 
^° coabat tha acquirad iaauna daficiancy ayndroaa 
(AIDS) . Tha f rightaning spactar of thia incurabla disaasa 
«w ita gaoaatric prograBBion through tha population has aada 
it tha Public Haalth Sarvica«» nuabar ona priority. Effort* 
ara baing »«da to taach pravantion in our BChoola, proaota 
voluntary taating, and rasaarch tha causas and possibla cura» 
for AIDS, Naw programs for hospica cara ara baing initiatad 
and axisting Nadicara and Madicaid laws ara baing changad to 
afford ■oma raliaf to AIDS victima. Evan tha National 
Inatituta of Mantal Raalth has gottan into tha act, by 
promoting programs to counsal AIDS victima and aasa thaa 
through thair mantal trauma* 

But, Mr* Chairmfin, i hava yat to saa anything which focuses 
on tha apacial vulnarability of tha mantally ill in ralation 
to AIDS. Wa )cnow that many mantally in parsons ara 
subatanca abusara who may ba at risk of transmission of AIDS 
through sharad naadlas. Wa )cnow that othars ara hyparscxual 
during manic apisodas and could spraad tha disaasa if 
infactad. At NAMI, wa hava haard raports of saxual attacks 
on tha mantally ill— somatimas in hospitals or shaltars, 
Bomatimas on tha straats— and at laast ona such casa of AIDS 
transmission has baan brought to our attantion. Yat who is 
studying AIDS in ralation to this population? What progra«« 
ara davotad to pravantion among tha mantally ill? Who is 
wor)cing with traatmant facilitias to taach tham how to ralate 
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to ft Bftntally 111 cllftnt with AIDS? I would BUbait that, 
pftrticulftrly in thi» ca«ft, what we don't know 55jui hurt us* 
And wft don't know anything about AIDS aaong the wntally ill 
bftc&usft it has besn viewed as a health problem outside the 
context of aentftl illness* 



Rtitarch 

At the pre*tnt time^ there is no known cure for serious 
aentftl illness* We have no means to prevent its onset* But 
there is increasing evidence of its biologic origins* Every 
dey, we ftre learning more ftnd more about how to treat the 
illnesiies, what is efficecious ftnd whftt is not* We have 
leemed that "tftlk therapies*< which may heve some value for 
healthy people under stress ere largely useless in treeting 
the seriously mentally ill. And Just this yeer, two major 
research breekthroughs have ^xrcurred which offer the most 
exciting potentiel for progress in understanding the 
diseases^^the identification of genetic markers for manic 
depression end schizophrenia* 

On the reseercii fronts then^ this is a time of optimism for 
all o2 us who believe the only truly productive form of 
**pr9vention** lies in reseerch into the causes end cure of 
mental illness* But our enthusiasm is dampened by the 
knowledge that mental illness research hes been the stepchild 
of scientific inquiry ^ with sparse resources dc-voted to its 
pursuit* While our netion invests about $529 per affected 
individual on reseerch into multiple sclerosis and $353 per 
patient on cencer research ^ schizophrenie reseerch receives 
only $12*45 per person end affec\:ive disorders, a paltry 
$1*88* 

Looked et from arother angle, each American spends less than 
12 cents per year to pay for affective disorder research and 

only 13 cents for i^chizophrenia research* Combined, that 
comes to two bits per year* Here in Washington, you'd have 
to double that amount to buy a cup of coffee* 

Until recently. Federal support for mental illness research 
suffered a serious erosion in real dollars, losing 30*7% of 
its purchasing power between 1969 and 1S75* At the sane 
time, other medicel research sponsored by the Federal 
Government rose by 34*5 percent* Some of that deficit has 
been restored by new initiatives through KIKH, but iihe young 
researcher cen hardly be blamed for gravitating toward the 
more glamourous and lucrative fields of inquiry* 

If we are make headway in our battle against mental illness, 
we deeperately need to commit more resources to research* We 
need to inspire and encourage young researchers to enter the 
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fittld* And now, whan nmv diBcov«ritts ar* at thm form, v« 
•hould •tri)c« vhilm thm iron i« hot and dramatically expand 
our inquiry into th* roots of th« problM* 

Th* fa»ili«B of th* »«itally ill no longsr shars th* outlook 
of thm 1930 W* will no longer ling thm rsfrain of that 
old long irtiich asks, •'Brother, can you spars mm a dime?" Ten 
cmnt«, tw*lv* c«it«, a quarter for re«*arch— that • • simply 
not good enough anymore. My child is worth more than that. 
And so is yours* 



A Friend's Stery 

I have a friend who told me about his feelings toward his 
mentally ill daughter* Because his story is somewhat 
typical, I would like to share it with you* He showed me a 
picture of the young lady* She was beautiful, talented, and 
had an engaging personality* But she was also manic- 
depressive and needed to stay on her lithium in order to 
function normally* 

He told me that, as a father, he remembers vividly those 
wonderful early years of his daughter's life* As a baby, he 
would hold her in his arms and sing to her* She learned to 
read very early and would delight him by dancing like a top 
on the living room floor, giggling in that infectious way 
little girls have* When she entered school, she was placed 
in the talented and gifted student program, brought home 
report cards even Einstein would be proud of, socialized well 
and appeared to be a natural leader of her peers* He recalls 
her desire to be a doctor* He felt, he said, a bit like 
Kunta Kinte in that famous "Roots" episode in which he 
jubilantly held his infant up in the night air and gave 
thanks for the wonder of life* 

Then came the teen*age years, when rebellion was expected as 
a natural part of the maturation process* But nothing had 
prepared him for what actually happened* His beautiful child 
of the laughing curls turned moody and depressed at age 14* 
She was convinced her legs were too long and surgery was the 
only cure* Her depression didn't go away and toward the end 
of the year, she attempted suicide* With the advent of 
Spring, things seemed to improve* she became active 
socially, but also began to ••skip" school and fell in with an 
older crowd that included drop-^outs and young adults* The 
school counselors became involved and strict curfews were 
imposed by the family, but to no avail* She ran away several 
times, sometimes sneaking out of the window at night* As 
Fall again approached, her mood shifted to a deep depression 
and she refused to leave her room* She was taken to a 
psychiatrist who subscribed to the "drug-free" school of 
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thought. He tested her and met with her several times to 
talk through her problems, but she didn't like the man and 
the family switched to a different therapist. Shortly 
afterward, the first psychiatrist was shot and killed by one 
of his patients. 

The second psychiatrist diagnosed the young girl as a manic- 
depressive and put her on a lithium regimen. It helped a 
great deal and for a spell/ things returned to near normal 
within the household. The girl got a summer job in a 
dentist's office, but lost it near the end of the summer when 
she interrupted the dentist in front of a patient to correct 
him on one of his procedures, she ran away again and was 
seen wandering the streets and sleeping in doorways. She had 
entered another manic phase and had stopped taking her 
medicine. She was hospitalized at a university psychiatry 
^ward, placed on her medicines and released after two weeks* 
One of her peers advised her to stop her medicines and she 
again plunged into a depression, trying to kill herself three 
different ways in a single day. she reentered a private 
psychiatric facility and was placed in a locked ward for 
adolescents, she remained there for a month. The week 
before she was released, she escaped with a boy from the ward 
and attempted a double suicide. When she was brought back to 
the facility, she was frightened? and confused, but the 
hospital chose to discharge her anyway. It is perhaps 
coincidental, but her insurance coverage would have reached 
its maximum limit two days after the hospital released her. 
Her bill came to $40,000, including one charge of $600 for a 
half -hour **consultation*< with a specialist no one could 
remember seeing at the facility. (Repeated inquiries failed 
to identify the service provided during the "consultation." 
and the insurance company refused reimbursement. That 
particular charge was given to a collection agency which 
still harasses the family.) 

At any rate, the pattern of behavior continue'" through 
erratic cycles of depression and mania, gettinj progressively 
worse with each episode. Finally, during one manic phase, 
the young lady asked to be voluntarily committed to the State 
Hospital. The admitting psychiatrist refused, saying she 
wouldn't be safe within the institution. He told her that, 
since she had just passed her 18th birthday, no adolescent 
programs were open to her. He indicated that the Community 
Mental Health Center in the area would have to put her on a 
waiting list. And he concluded by saying, **If you committed 
a crime, we could probably help you, but aft it is, you'll 
just have to try to get back on your medicines by yourself.* 

My friend's daughter left home that night and connected with 
some bikers who took her to another state, where she lived on 
the streets for three months. On one occasion, she was raped 
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and picked up by th* polic* at 3:00 in tha »orning, waaring 
only a garbaga bag. sha %raa takan to a hoapital, •xasinad 
and ralaasad by 8:00 tha aasa Morning. As a tranaiant, tha 
hoapital drova har to tha airport and droppad har off, avan 
though sha had no Bonay and vaa waaring only tha BUalin drass 
without undar gar»anta that th* hoapital had providad. Har 
fathar vaa abla to traca har to tha hoapital that aftamoon. 
Aftar baing infonwd of har diacharga, ha tilJcad to tha 
criaia taam and ralatad har history* Thay assurad hia that 
thay woiad lat him Joiow if aha ratumad to tha hoapital for 
any raason. As luck had it, tha polica pickad har up at the 
airport and took har to tha saaa hospital* Tha criaia taam 
callad and agraad with tha fathar* a aaaaasmant that sha was 
sariously disturbad* Tha fathar mada arrangamants to fly to 
tha araa to pick har up, but as ha was awaiting airline 
confirmation, tha hospital psychiatrist callad and told him 
sha had again baan ralaasad* The psychiatrist said, "it's 
not a crime to ba crazy* I don't think she's a danger to 
herself or others." Shortly thereafter, a bill arrived at 
her hoae* The hoK^^ital was charging her $300 for the 
examination following her rape* Appended to the bill was a 
note indicating that if it wasn't paid in 30 days, it would 
be turned over to a bill collector. 

Back on the streets, she was raped at least two more times 
before she was convinced by a street friend to return home 
with him. When she got home with her friend, she attempted 
to kill him three times within the first week. The police 
were regular visitors at the house. After the third attempt, 
she was takan in for observation and eventually involuntarily 
committed to the same state Hospital that had originally 
ri^fusad her admission. In the hospital, she was placed in a 
room with an older woman who spent each day masturbating on 
the bed. Her treatment consisted of getting her medications, 
spending an average, of five minutes per week with 
professional staff, watching television and eating popcorn. 
At the end of three months, she was stabilized by the 
medications and released. 

As of this date,, the story, has a happy ending in that the 
young lady has been out of the hospital for almost two years 
and has faithfully taken har lithium and other medicines. 
But that father, like so many of us, still shudders when he 
hears a siren in the middle of the night. He still recoils 
when his daughter's speech seems pressured. And his sleep is 
still troubled by visions of his little girl wrapped in a 
garbage bag, dancing around hin living room floor. Gone are 
the dreams of being a doctor. She is fortunate to have her 
entry level job in a fast-food store. She is now an adult. 
Her job does not provide insurance. Her medicines cost about 
$60/month. she is fearful of marriage and the transmission 
of the illness to a new generation. Her victory over her 
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illnMS is taken a day at a time. But it is a great victory 
against tremendous odds. 

And as you reflect on her story, ask yourself if the •'system" 
helped her in any significant way? I would suggest that the 
"non- system" instead contributed to the terrors of her 
experience. And that, Mr. Chairman, is why so many families 
of the mentally ill are so outraged. 



The Costs of Mental Illness 

I have described in some detail an array of problems faced by 
the mentally ill trapped inside our non-system of care in 
this country, but even this narrative touches only the tip of 
the iceberg. Up and down the line, there are multiple 
variations on the theme of my remarks and manifold facets of 
this issue which have been left unexplored. But I hope 
enough has been conveyed to suggest that there are no easy 
tmswers to our dilemma, no single- shot initiative that will 
make things right, no ch^ap price tag on the remedy. 

But if the answers will not come cheaply, they may, in fact, 
prove less expensive than costs of continued neglect. John 
Talbott and Steven Sbarfstein have estimated that our society 
pays in excess of $73 billion each year in treatment, 
support, and lost wages for the mentally ill, excluding 
treatment and services associated with substance abuse. The 
annual cost for schizophrenia alone is $10-$20 billion. 
Nearly one-quarter of all hospital beds in this country are 
occupied by mentally ill persons. And these figures 
calculate only the more easily estimated costs. They ignore 
the social cost of the sibling who never goes to college 
because Mom and Dad have diverted the education f\md to pay 
for treatment for a mentally ill brother or sister. Or the 
fzu&ily broken up by ceaseless stress. Or the replacement 
costs of personal possessions given away by someone in a 
manic state. These figures do not encompass the damage or 
injury caused by auto accidents involving substance-abusing 
mentally ill drivers. They do not quantify the grief of 
parents or lovers or children. They do not count the costs 
of autopsies or burials of suicide victims, or the budgetary 
impact of police or amlaulance emergency calls responding to a 
psychotic crisis. They cannot estimate what might have been 
if a scientist's or surgeon's career had not been interrupted 
by an episode of illness, or how much productivity is lost to 
a family member distracted by worry or grief. And who among 
us is so callous as to even suggest a price tag for those 
fervent prayers of families which go unanswered or to place a 
market value on the subway grates which serve as bads in the 
dead of winter? 
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Th« •ocittal financial co«t« of mental illness are 
•taggsring. The personal costs are enormous. But the 
grsatsst cost of all is boms alike by society and those 
individually affected. It is the erosion of human dignity- 
degrading the victim of mental illness and blighting all who 
permit it to occur, if our nation becomes dulled to 
injustices perpetrated against any of our fellows— but 
particularly the most viUnerable among us— it is nothing less 
than a fundamental betrayal of our heritage as a 
coiqpassionate people. This nation is great, not from force 
of arms, but from the moral force of our values, from our 
abiding faith that the common good includes us all, that our 
common destiny io sustained axi'l nurtured by mutual assistance 
when the need arises* We must not exclude, we must not 
abandon, we must not neglect those who cry out for our help* 
For if we do, the hollow echo of history will mock the 
hypocrisy of our professed beliefs. Then it will no longer 
be the mentally ill who are the new lepers. It will be the 
rest of us. 
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Mr. Weiss. Thank you very much, Dr. Pollack. 

With that, the first vote has been called, so I think before we 
start with the questions we'll take a break. We'll try to be back 
within about 10 minutes. 

The subcommittee stands in recess. 

[Recess taken.] 

Mr. Weiss. The subcommittee is now back in session. Ms. Baxter, 
Dr. Pollack, if you will resume your seats. 

Let me thank both of you for the insight that you've given to us 
on the human dimensions of the problem that we're discussing 
today, because ultimately we're not talking about programs or poli- 
cies in the abstract. We're talking about how they impact on 
people. 

Ms. Baxter, what attempts have you made to prevent St. Eliza- 
beth's Hospital from dumping patients at your shelter? 

Ms. Baxter. As a member of the District Advocates, we as a 
group began a monitoring system. When we received a call from a 
hospital we began to document these calls as inappropriate refer- 
rals. We then submit these statistics to the institution that made 
the referral, to the Mayor of the District of Columbia, and to the 
City Council and the press. 

Mr. Weiss. Would you pull the microphone a little bit closer and 
raise it because it's voice activated. It's not very strong. OK? 

In your testimony you mentioned that mentally disabled people 
are often too disabled to get the disability payments that they're 
entitled to. Could you describe that problem for us in a little bit 
greater detail? 

Ms. Baxter. Due to the mental illness, many of these people are 
intimidated by the procedure. It requires a lot of documentation. 
The mental illness sometimes causes irrational thoughts. They 
have a hard time processing their thoughts, and can't fill out these 
documents. 

In addition, they're required to see a psychiatrist in a strange 
building. The people that we see at the shelter are afraid of strange 
buildings, and strange people. There should be more outreach in 
the shelters. A psychiatrist should come out to them instead of 
them having to go to the psychiatrist. 

In addition, just the time it takes, as I mentioned, the one proc- 
ess took 2 years to go through because of the amount of paperwork 
entailed. 

Mr. Weiss. In your experience, are the homeless mentally ill 
aware of their mental illness, and are they interested in seeking 
treatment? 

Ms. Baxter. Many of the homeless are not aware of the mental 
illness. The disease is very complex. It often makes them noncom- 
pliant to treatment. Though they're suffering they don't know how 
to go about seeking treatment. It requires a long period of time to 
develop a trust relationship with these people to show them the 
way that they could be treated. 

Mr. Weiss. Approximately how much does it cost to house a men- 
tally ill patient in your shelter, or in other shelters? 

Ms. Baxter. I can only speak for my shelter, and that's approxi- 
mately $10 each night for each homeless woman. 
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Mr. Weiss. Dr. Pollack, do you see any improvements in the 
availability of public services for the severely mentally ill in the 
last few years, and are there any Federal programs, or other pro- 
grams, that you think are making real contributions? 

Dr. Pollack. I can't see any dramatic improvement in services. I 
think back to the fact, I did not mention in my testimony, that my 
wife's brother died at a State hospital in Brooklyn 30 years ago, 
and Yll he very honest with you, yes, there's been some improve- 
ment, but for a 30-year period it has been remarkably slow, and 
the essential services, especially in the community, are just not 
there. 

I think the Federal Government has to set the initiative and 
take the leadership to get the States and the local communities to 
do something about lack of community services. As long as deinsti- 
tutionalization exists, we're going to have homelessness, and we're 
going to have a high prison population, and all the other problems, 
because the community has not— in most cases, has not created the 
services that these fragile people desperately need and deserve. 

Mr. Weiss. Some Federal officials argue that the families and the 
private sector should take more responsibility for helping the men- 
tally ill. How would you respond to that? 

Dr. Pollack. Would you repeat— I'm having trouble hearing you. 
Congressman. 

Mr. Weiss. Some Federal people say that the families should 
take more responsibility, or private sector voluntary organizations 
should take more responsibility. How do you respond to that? 

Dr. Pollack. In terms of the family, I think I alluded slightly to 
that in my testimony. 

As I pointed out, it's such a devastating illness to the family. It's 
ahnost an impossible situation. Unfortunately the anger and rage 
of the ill person are usually directed toward the family. They 
blame the family for the illness, and the slight amount of violence 
that is perpetuated by the mentally ill is usually toward the family 
members. 

And it's really unfair. It's unfair for the system to expect us to 
be the primary care giver. I think it's the responsibility of the Gov- 
ernment, of society, to help us. We can't do it alone. And therapeu- 
tically it's not in the patient's best interests. That environment is 
not the environment they should try and get well in because they 
are so hostile, and rejecting and isolated and we can't give them 
the services at home. We're just desperately trying to survive day 
by day. 

To truly comprehend the situation, I would often suggest to 
people that they live in a home with a person with schizophrenia, 
for about a week, to get an indepth understanding— the slovenly 
appearance, the bizarre behavior— my son's room looks like Jack 
Klugmah's on the "Odd Couple" on television. And it's just— it's an 
impossible situation. 

It's rare, but it can work out— where the ill person is getting the 
therapeutic treatment that he or she really needs. The love and 
compassion is there, but it's an exhausting and really— it's an inde- 
scribable experience, it really is, to live with a person with serious 
mental illness. And the unpredictability. 



•108-153 0 - 88 -2 



30 



One day that individual, my son, would be the most loving 
person in the world, and the next day he'll just attack us. Jump on 
us. Blame us for everything. And it's— I don t recommend it. I don't 
recommend it. 

Mr. Weiss. Thank you. Dr. Pollack. 

Ms. Baxter, you had mentioned a problem that exists when you 
as a shelter provider are expected to provide care for mentally ill 
people. Tell us a little more about the problems that that creates 
for you. 

Ms. Baxter. Well, first of all, most people that work in shelters 
are not professional mental health workers. We don't have the 
money to provide the type of care that the mentally ill need. 

I, myself, come from a communications background, majored in 
Spanish in college. I was a Peace Corps volunteer. We need people 
that are professionals in the field to be serving this population. 
We've been forced to do it along with congregations in the commu- 
nity to provide the support where I guess the Federal Government 
fell, or other Government systems, fell through in providing it. 

Mr. Weiss. Thank you very much. Let me yield at this point to 
my colleague, Mr. Lightfoot. 

Mr. Lightfoot. Thank you, Mr. Chairman. 

Dr. Pollack, in your written testimony you mentioned the impor- 
tance of medical research on the causes and a cure of mental ill- 
ness. How would you rate the National Institute of Mental 
Health's current job in regard to research? 

Dr. Pollack. Please repeat— I'm sorry. 

Mr. Lightfoot. The NIMH's research they're doing now, how 
would you rate it? Are they doing a good job, a poor job, or rate it 1 
to 10? 

Dr. Pollack. I feel that under the direction of Dr. Frazier, the 
immediate past DirecA^r, there was a major initiative toward the 
illness of schizophrenia, and research into schizophrenia. 

It's an inadequate job, extremely inadequate. We quote figures 
where $17 a year is spent per person in this Nation for schizophre- 
nia, $10 dollars for depression, $300 for cancer, $1,000 for muscular 
dystrophy, $160 for multiple sclerosis, approximately $140 for 
heart. It's woeful. 

That is why we've started our own research foundation. As I in- 
dicated, a very small percentage of the fundt. have ever come from 
the private sector, and I personally feel that's because of the lack 
of public education and awareness. We can't have a telethon be- 
cause people will not send money for mental illness. Why should 
they send money for an illness tnat the family created? Let them 
subsidize it. Let them suffer with it. 

Until we can educate this society that we did not create the ill- 
ness, that the patients are not responsible for their own illness, it's 
a no fault illness, until we educate society we will not get the fund- 
ing from the private sector that we need. 

We do have this new research foundation which was just found- 
ed. Hopefully, we will raise a considerable amount of money to 
fund many young scientists in major new research initiatives. 

Mr. Lightfoot. You also mentioned in your written testimony 
the success of a mental health system in Dane County, WI. Could 
you describe that program and tell us a little bit more about it? 
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Dr. Pollack. What makes Dane County so successful, and Tve 
never been there p;;rsonalIy, but Tve served on the board with 
people from Wisconsin, Tve read about it, I think the key ingredi- 
ent to the success of that program is the continuity of treatment. 

By that I mean, and again Til personalize, my son is in the hospi- 
tal, he has a social worker and a psychiatrist, and a case ^nanager. 
He comes to the home. He may have another case manager. He 
ends up living in a community residence. He gets a third treatment 
team. This is the only illness where there is no continuity of treat- 
ment. 

Now, I don't mean if you're living in New York and *\^Ty you 
move to Chicago. Fm talking within one county. In Dane County, 
WI they pay them well, so they have case managers who stay on 
for a long period of time, and the freestanding case manager fol- 
lows that patient no matter where he or she goes, be it the home, 
be it the street, be it jail, be it in a hospital. So he has continuity of 
treatment. The patient has somebody they can relate to. And 
they re able to keep their hospitalization rate, or rehospitalization 
rate, down to a minimum because the ill person knows there is the 
same caring case manager always available, working with them, 
helping them with their everyday living skills, be it a Social Securi- 
ty problem, be it a housing problem, be it changing an address, and 
they really reach out to the individual. They follow the client 
wherever that individual goes. 

And to me that continuity of treatment is the key ingredient in 
the success of that program, of keeping these people out of the hos- 
pitals. Or if they're rehospitalized, for shorter durations. 

Mr. LiGHTFOOT. If we could pursue that a little further, in cases 
like your son, for example, do I understand you correctly that the 
lack of continuity of the treatment is probably more of a detriment 
tnan the fact that people giving the treatment are not qualified? 

You ve got qualified people but he gets switched around all the 
time rather than one person that follows him all the way through 
the system? 

Dr. Pollack. Well, certainly in the inpatient facilities, in the 
State mcilities, and again I can talk about New York, which is my 
home State, there are many mental health professionals there who 
are not qualified. They're foreign trained psychiatrists who are 
coming here to do their residency in hospitals. Thank God we had 
a bill pass where they have to be able to speak and understand 
English. 1 11 never forget, I treated a psychiatrist in my private 
practice, and I didn't understand a word he would say to me. I said 
to myself, oh, my God, and he's handling fragile, weak, scared in- 
dividuals? He's their therajjist?" I don't understand a word he's 
telling me when he's sitting in the chair. 

I think you need better trained people. You have to pay them 
higher salaries to attract more qualified, caring personnel. In the 
programs in the community, social workers are paid like $10,000- 
$12,000 a year. Well, who are you going to attract to work with this 
vulnerable, difficult population? If anything, they should be paid 
more because it s such a demanding and unpredictable population 
to work with. 

My son has case managers working through Catholic Charities in 
my county, Suffolk County, but they leave so rapidly, they are paid 
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so little, and thty have a caseload of 40 and 45. They could see him 
perhaps 1 hour every 2 or 3 weeks at most. Or a little more fre- 
quently if there's an emergency. Most are dedicated, but they can't 
do a credible job. It just isn't fair. 

The system has so ignored these patients, these sick individuals, 
we have not provided the proper salary scales and the proper edu- 
cation and training, and skills, necessary to attract the finest pro- 
fessionals to serve this population. 

My feeling is that a case manager is a vital ingredient in the re- 
habilitation of an illness. My son had a case manager who took 
him to a hockey game, who sat and chatted with him, took him out 
to dinner, helped him with his SSI problems. They don't want the 
family to get involved. He resents his dependency on my wife and 
me. The case manager was a friend, confidant and companion to 
my son. Somebody who is available for him, or accessible to him. 
Somebody who can help him with the everyday problems, and I 
mean everyday living needs and skills. 

They Ve so fragile, they're so. weak. I don't have to tell you how 
many had their disability payments terminated. Many committed 
suicide. Others ended up homeless. NAMI's advocacy was primarily 
responsible for getting many of them restored to the disability 
rolls. How can you expect a mentally disabled individual who gets 
something through the mail, living in an SRO, saying report to the 
SSI office, to follow through? He doesn't show up, so he gets 
thrown off. 

My son had his family the whole time interested and concerned 
about him, so we would be there to gently guide and direct him, 
but those who are living on their own, be it the street, or in an 
adult honie, or in a shelter, they have nobody, nobody. They're just 
given their check every month and we pray and hope that they can 
fend for themselves. 

And we must have freestanding case managers, a case manager 
who can follow the patient wherever he goes. I reiterate that. It's 
so important— freestanding case managers. 

And you can never have too many case managers. The caseload 
should be no more than 5 or 10 at tops for any case manager. The 
clients require po much attention, and so much detail. Outreach 
means coniing to the home when they don't go to the program, 
when they're lying in bed and vegetating, to talk to them, to try 
and get them to go out. 

Many a day my son would just lie in bed and sleep. He didn't 
want to go to day programs. He didn't feel like it. Life wasn't 
worth living. Why should he go? He's not going to listen '.o us. He 
might listen to a loving, compassionate social worker or case man- 
ager who comes and spends time with him. 

Mr. LiGHTFOOT. Do you find that the best potential result is a 
combination of a good case manager who stays with that individual 
all the way through, plus the backup from a family? Would that be 
the ideal situation? And then what would you do v/ith the individ- 
ual who doesn't have a family there to help him? 

Dr. Pollack. That is very prevalent today. There are many. It's 
interesting. I alluded to the fact that my brother-in-law died m the 
State hospital 30 years ago, and when I would go to visit him I 
used to come home and say "I can't understand it. Where are the 
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families? Nobody visits." My mother-in-law was the visitor for hun- 
dreds of unvisited patients at what was then Brooklyn State, which 
is now Kingsborough Hospital in Brooklyn. 

But now that I've lived with this illness my whole life I realize 
what it does to a family. Some just abdicate. They can't handle it. 
It's a question of their survival. 

And in many cases there is no family, and if there's no family, 
v/e hope this system would help them out. It is not that the fami- 
lies don't love the individual— they are weary— can no longer cope; 
especially the fathers who are often in denial. 

You go to our conferences and meetings, 75 percent are women. 
The fathers can't handle it, they take off. Especially if it's a son 
and he is a macho father. "My son can't be ill. He's just going 
through a terrible stage in life." 

We really can't count on the families. We shouldn't rely on 65 
percent of the deinstitutionalized in New York State ending up 
back home. And most of us are older, and when we're gone it will 
be a major problem. 

NIMH has tried to provide— many States now have it in effect, 
where we have guardianship programs, where if your child is or- 
phaned there is— we have an organization set up within the States 
where AMI will surve as guardian, handle the financial end, set up 
trusts, et cetera. 

We're concerned about that because the bulk of our members, 
active members, are older people. We had a committee, I triought it 
was an appropriate name, called WIAG, "When I Am Gone." When 
we are gone who is going to take care of tl 3se fragile people? Are 
we going to have a generation of homeless walking the streets, 
endmg up in jail because they're stealing a few cents here, or 
they're stealing some food? And this is a great fear of ours, and it 
should be a great concern of the Government, because down the 
road when we older people who are involved in this movement die, 
you re gomg to have— you think you have a homeless population 
now, a severe problem with the homeless mentally ill. You haven't 
seen anything yet. 

Mr. LiGHTFOOT. I have an aunt and uncle who had two children 
who were mentally retarded. One youngster passed away at a rela- 
tively young age. They tried to keep the second youngster at home, 
but he became violent. 

We have a good State institution in Iowa, and the youngster was 
institutionalized. As he got older, he was a little more under con- 
trol. He's back living at home now, but he spends his day in a shel- 
tered workshop. And, quite frankly, it's worked out quite well for 
the family considering the circumstances they've gone through, 
which I think basically is what you're saying, that if you've got the 
combination of the two, it works quite well. 

Ms. Baxter, this is more of an opinion question. I think you can 
answer it with facts and figures. Even with the focus that we've 
had on the "homeless" in the last several months, we still don't 
have a good definition of who the homeless are, and we really 
haven t identified how many of them are out there. 

But one of the points of discussion you hear many times, is that 
the cause for homelessness is most likely mental illness and/or 
drug dependence, or chemical dependence of some type. Do you 
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think that's an accurate description of why many of the people 
that we consider homeless are in the position they're in today? 

Ms. Baxter. At Calvary Shelter we see many, many mentally ill, 
but I must include that in addition to this, many people are home- 
less due to the lack of permanent housing made available in this 
city, both permanent housing that is supervised for the mentally 
ill, and permanent housing that is simply for people on low in- 
comes, such as for the elderly. 

^ We see elderly women who have been evicted because they're 
living on such small incomes. We see the battered also. I'd say it's 
a combination though at Calvary we more or less specialize in 
housing the mentally ill just because no other program is willing to 
take them in. 

Mr. LiGHTFOOT. Again, so what you*re saving, is that most of the 
people you see are suffering from mental illness of sonie type? 

Ms. Baxter. Yes, over 90 percent of the residents at Calvary 
Shelter are mentally ill. 

Mr. LiGHTFOOT. Thank you very much. Thank you, Mr. Chair- 
man. 

Mr. Weiss. Ms. Baxter, on that last point, you cited one instance 
where you tried to get disability coverage for an elderly woman. Do 
you make it a general practice to try to seek out governmental sup- 
port, whatever they would qualify for? 

Ms. Baxter. Yes, we give individual attention to each resident at 
Calvary Shelter. I have a social worker on the staff that is respon- 
sible for assisting them in applying for medical and financial bene- 
fits. 

In addition, we have a psychiatrist who recently joined our staff. 
So all of the clients — once you form a relationship with them, of 
course, we work toward getting this, and I must say we have been 
successful in moving on some of the most difficult clients, women 
who have been in an institution most of their lives, and were 
thrown out of the hospital about 5 years ago. 

Mr. Weiss. And what rate of success do you have in getting cov- 
erage., whether it's SSI, or disability, or whatever? 

Ms. Baxter. We never stop trying, so I must say we have 100 
percent success rate. 

As I said, it took 2 years one time, but we don't stop trying. We 
keep going. We keep calling up those offices. We keep writing 
nasty Tetters. We eventually get it for everybody. 

When the shelter was first opened no one had any sort of bene- 
fits. Now, I could say most women in the shelter are on their way 
to getting their benefits. 

Mr. Weiss. What suggestions would you have, what thoughts do 
you have, as to reaching out to obtain coverage for those people 
who don't end up in your shelters, who are out in the streets? 

Ms. Baxter. I think you need to get more psychiatrists to work 
in this field. Maybe approaching students who are working toward 
a psychiatry or psychologist's degree, ask them to do outreach in 
the community. It's very difficult to get them into the shelter envi- 
ronment to do the psychiatric evaluation which is necessary for the 
benefits. The women in the shelter do not want to be seen by a psy- 
chiatrist. So you need somebody in the shelter who can establish a 
good relationship witix them. 
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In addition, I would suggest cutting down on the paperwork 
somehow, making it a faster process. 

Mr. Weiss. Thank you very much. Thank you both for giving us 
very important testimony. 

Dr. PoLL>-CK. Thank you. 

Ms. Baxter. Thank you. 

Mr. Weiss. Our next panel of witnesses will include Dr. Shervert 
Frazier, psychiatrist in chief of McLean Hospital in Boston, and 
former Director of NIMH; Dr. Charles Kiesler, provost at Vander- 
bilt University; and Dr. Steven Sharfstein, medical director of 
Sheppard and Enoch Pratt Hospital in Baltimore, 

Would you please approach the witness table and stand behind 
the chairs where your names are. 

Do you affirm that the testimony you are about to give is the 
truth, the whole truth, and nothing but the truth? 

Let the record reflect an affirmative response from each of the 
witnesses. 

First of all, let me thank all of you for taking time out from your 
very, very busy schedule to participate with us in this hearing. We 
will begin with you. Dr. Frazier. 

We have your prepared testimony, and it will be entered into the 
record in its entirety. We would appreciate it if you would summa- 
rize it within a 7- to 10-minute timeframe. 

STATEMENT OF SHERVERT FRAZIER. M.D.. PSYCHIATRIST IN 
CHIEF, McLean hospital. BELMONT, MA 

Dr. Frazier. Thank you, Mr. Chairman, members of the commit- 
tee. I'm Shervert Frazier. M.D., psychiatrist in chief of McLean 
Hospital, Belmont, MA. From 1984 to 1986 I was the Director of 
the National Institute of Mental Health. I really appreciate this op- 
portunity to comment on the Nation's mental health services 
system. 

Mr, Weiss. Dr. Frazier, that microphone is such a problem be- 
cause you have to speak directly into it. There you go. 
Dr. Frazier. All right. Is that better? 
Mr. Weiss. Fine. 

Dr. Frazier. We possess in this country most of the elements in 
place for an adequate mental health system, in fact, an exceptional 
one. But our system frequently is inefficient, and more than the 
sum of its parts would suggest. 

And the inefficiencies really have to do with inadequate compre- 
hensive planning; biases in the reimbursement system which miti- 
gate against mentally ill persons; obstacles to interagency coordina- 
tion; and shortages and maldistributions of clinicians; failure of es- 
timation or unawareness of general health, as well as mental 
health professionals, of the extent and the manifestation of mental 
health disorders or problems; and, without disparaging the tremen- 
dous progress we have made in the area of research in both the 
biomedical and the neurosciences, and the behavioral sciences, we 
have some gaps in our research base. 

The effect of these inefficiencies apart from the misuso and the 
waste of economic resources, really is the unnecessary suffering of 
these very vulnerable, ill people, and we need to correct that. 
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I appreciate the focus of these hearings on services, and we obvi- 
ously need to look at the service system, but the service system is 
driven and drives research, and research and clinical services, and 
education, are all a part of the same problem. I want to address 
thes^ topics in summary. 

Mental health services: For about two decades we have been de- 
veloping a mental health ;^.*rvice system that places predominant 
emphasis on ti;e outpatient services, ambulatory care for mentally 
ill persons, i think this is a justifiable kind of way to follow the 
mentally ill group. 

Seventy-five percent of the services are provided in the communi- 
ty, and 70 percent ^f the resources go tc the hospitals, and that 
means that the dollars did not follow the oatients where they are 
receiving the services. 

It's tied up mainly in State hospitals. State hospitals have large 
bureaucracies, civil service employees, and there's a tradition, his- 
torical tradition there. We need hospitals. We need to know exactly 
what hospitals are about. We need to know precisely what they're 
for. We need to remove the obstacles to their specific use. We need 
to be certain they have the quality of professionals staffing them 
who possess the expertise, the knowledge to provide precise diag- 
noses, and very good treatment for individuals. 

\ye keep these hospitals in the attic of our mental health system 
mainly because they're large, because there ere lots of patients, 
and its the only system weVe ever adequately funded, so it turns 
out to be the system we know the most about. We need to take this 
into consideration and change, and look at the services system w 
the community, give it a chance at adequate funding, and I suggest 
that the community support system, or the CSP approach, is the 
beginning of a very adequate and workable alternative system to a 
State hospital system. 

. These strategies have been supported since 1970 by Federal dem- 
onstration programs, and there^s no question that many very sick 
patients are adequately taken care of in the community. We do 
need hospitals for short stays, and for occasional hospitalization, 
but the adequate major services can be provided within the com- 
munity. 

The fact that within the States, and now across all 50 States CSP 
has been very, very avidly pursued, is indication that it's a working 
proposition. 

I think we need to look at what needs to be done to it now be- 
cause if we don't we're going to see a massive move of patients 
back to being reinstitutionalized, and as I go around the country 
and listen to various people in various States, they essentially are 
saying if we don't get good community services organized pretty 
soon, and get some dollars in the community, we're going to have 
to send the patients back to the hospital, and that's the beginning 
of the last chapter. We've already been through that. 

If we're going to prevent this we need to look at what the Feder- 
al Government ought to do. It ought to provide national leadership, 
No. 1; It ought to do what never has been done, and that's provide 
a series of comprehensive community support program demonstra- 
tion projects, and that means that we've got the opportunity to 
take some demonstrations in a comprehensive fashion, identify, 
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and organic, and coordinate within a m^'or metropolitan area, or 
lation""^ State, all of the services required to target to this popu- 

This means we have to start with case finding. We have to look 
all the way to discharge planning. Look at all the potential clients, 
patients, m a given geographic region. 

We have to also have the kinds of resources necessary for shel- 
ter«Kl housing and for sheltered employment, sheltered workshops, 
which Mr. Lightfoot referred to about his relative. 

It certamly means that we have to also watch the entitlements, 
and recognize that psychiatric illnesses are episodic, people go in 
the hospital for a short time, and come out. We must see that the 
entitlements are somehow protected from termination when we go 
into a hospital. We need some flexibility in the mental health care 
system. 

It includes routine health care. Many mental patients, including 
the homeless on the streets, have m^jor health problems which are 
not being attended to: Nutritional problems, transportation prob- 
lems, as well as all the other necessities for a life situation which 
would make the quality of life adequate. 

This is not a way to save money. I think we need half a dozen 
projects costing from $1 million to $2 million. We've set up some 
demonstrations that will work, and then we can encourage States 
to transmit the dollars, the billions of dollars in the State hospital 
system, to these working projects, and I think it will catch on. 

u /t?T'iV«^.^®^®''^^ leadership. The Federal leadership really is 
what NIMH is about. It needs also to remember that the Federal 
role m the State Mental Health Planning Act of 1986 was the first 
step, and that needs to be continued. 

That especially emphasizes the care of children. There are 3 mil- 
lion severely mentally disabled children in this country. 

I also think we're going to have to do something about clinical 
training. Clinical training means enough adequately trained profes- 
sionals providing a service where the services are needed, and we 
have a large shortage in the area of child mental health care. We 
don t have enough child psychiatrists, people to take care of the 
children who are sick. 

We've been doing clinical training since-it's been debated in the 
Federal Government since 1970. We had a peak of nearly $100 mil- 
lion tor clinical training at that time. It has changed what we do. 

Underserved populations are being served better now. It's very 
Clear that we ve changed our priorities about it. I think if we're 
going to have a successful community-based system of care, we're 
going to have S9me need for more skilled clinicians. I think we 
ought to have clinical training with a payback that says "you pro- 
vide one year of service in the public psychiatric sector for every 
year of training you get." And that wiu insure bright young people 
m their first experience, the opportunity to go into the public 
sector ana provide the kinds of care that these very bright gradu- 
ates ot our various programs could give. 

This payback some people will see as a disincentive, and a lot of 
people don t like it, but I think it's very important to recognize 
that the public sector needs young psychiatrists. That's the only 
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way we're ever going to get them early and let them make a career 
in that area. 

I think that the provision of care is very important, but I think 
there's a necessity of stimulating interaction between health care 
providers and mental health providers, and I can see that there are 
man}" areas that would lend themselves to this. 

One of the biggest problems we have in this country today is do- 
mestic violence. More women who come to emergency rooms have 
been beaten or battered by their husbands. We have very serious 
domestic violence problems. And to top it all off, the kids in the 
home watch this violence, and then they have been psychologically 
abused, and often they're the next victims of the same problem. 

The mental health sector, as well as the health sector, needs to 
look at this. Nearly 1.6 million wives were battered and abused by 
their husbands in 1985. The number is going down. We don't know 
why. We don't have enough research on it. We need to do it. 

This whole business of child abuse, sexual abuse, physical abuse, 
the attempts that lead to suicide. These patients go on to be drug 
abusers and substance abusers. There are serious problems about 
it. 

In the mental health services arena we also need service systems 
research. That is, to look at the problems that we have in our serv- 
ice system, to look at precise diagnosis, the beginning of treatment, 
the end of a treatment, to evaluate the outcome, how effective was 
it, how good — how many hours did it take, how good was it? 

We've got a mix. This mix needs to be looked at. We obviously 
have to keep vigilant about every part of the system. The Federal 
Government, through NIMH, obviously is working on this, as it is 
working on research. Our emphasis on research in the biomedical 
and the behavical sciences is a very important part of what we do, 
finding causes foi these illnesses. That relates to good services. 

[The prepared statement of Dr. Frazier follows:] 
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Mr* Chairman and Members of the Committee: 

I am Shervert H, Frazier, M«D«, Psychiatrist-in-Chief of McLean 
Hospital, Belmont, Massachusetts* From 1984 to 1986, I served as 
Director ot the National Institute of Mental Health* I 
appreciate this opportunity to comment on the Nation's mental 
health service system* 

We possess m this country most of the necessary components of an 
exceptional mental health care system* Yet our system frequently 
operates less efficiently than the sum of its parts would 
suggest* 

The causes for inefficiency are many: inadequate comprehensive 
plan i.ng; biases in reimbursement policies; obstacles to 
interagency coordination; shortages and maldistribution of 
clinicans; underestimation or unawareness on the part ot health 
and mental nealth professionals ot the extent and manifestation 
of mental health problems; and, without disparaging the 
tremendous progress we continue to make, gaps in our research 
base* 

The effects ot these inefficiencies, apart from misuse and waste 
ot economic resources, are unnecessary suffering by vulnerable, 
ill people* We must correct that* 

While r appreciate the focus of these hearings, I believe that we 
cannot "fix" the service system without attending, also, to 
problems and needs in the areas of clinical education and 
research* I would like to address each of these topics briefly* 

Mental Health Services : 

For more than two decader we have beer, developing a system of 
care that places predominant emphasis on outpatient service* 
Justifications for tms emphasis were and are sound, but the 
implementation has been flawed* Today, with more than 75-percent 
of all mental nealth care episodes occurring in the community, 
some 70-percent ot mental health dollars remain tied up in State 
hospitals* 

The argument is made, correctly, that hospitals will always be 
needed* But it*s high time that we decide precisely what they 
are needed for, remove the obstacles to that specific use, and 
make sure that they are staffed by protessionals who possess the 
expertise and the enthusiasm to carry out that mission* 

We keep the hospitals in the attic of our mental health system 
because for a disturbingly large group ot patients, hospitals 
seem to ae the only system of care that works* In fact, no other 
true system of care has ever been assembled and afforded 
resources comparable to those poured into State hospitals* But 
in the Community Support Progrcun, or CSP approach, we have the 
beginnings ot a true alternate system* 
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Community Support strategies, which were encouraged by a Federal 
demonstration program begun in the late 1970s, potentially will 
work for even the most troubled and troubling patients • CSP 
approaches have been adopted by the majority of States as the 
primary model of caring for chronically, mentally disabled 
adults • That the promise of cSP is being so avidly pursued by 
the States testifies to their willingness to provide needed and 
appropriate care* 

Short of CSP, States are running out of options* If the hoped 
for "fix" doesn't materialize, we are going to see increasing 
pressure — as we now are in some locales — for massive 
reinstitutionalization * 

Betore we permit that, the Federal government, in its national 
leadership role, must do that which has never been done: That 
is, to support a series of Comprehensive CSP demonstration 
projects* 

In the ten years that the NIMH-CSP has been active, the Institute 
has not had the opportunity to conduct a thorough, comprehensive 
demonstration and evaluation of this approach* I'm talking about 
a project that would identify and coordinate within a major 
metropolitan area or a small State all of the services required 
by the target population • 

This would mean that we begin with case finding and/or discharge 
planning for ail potential clients within the geographic region* 
It means assuring availability ot sheltered housing and 
employment* It means procuring needed income entitlements and, 
recognizing that psychiatric illnesses o£ten are episodic and 
will require brief hospitalizations interspersed with community 
residence, seeing that entitlements are somehow protected from 
termination upon hospitalization* In addition to flexibility in 
the provision of mental health care, it will mean attending to 
routine medical care, nutrition, transportation, and 
recreational opportunities* 

I don't suggest this as a means of saving money* But I believe 
that a modest Federal investment — a half dozen projects costing 
perhaps $1 million to $2 million dollars annually— will go a long 
way toward encouraging States to shift the billions of dollars 
now tied up in State hospitals toward more effective and 
appropriate uses* 

Federal leadership is essential, Mr* chairman* To that point, in 
addition to these comprehensive demonstration grants, I want to 
underscore the need tor the Federal role authorized in the State 
Mental Health Planning Act of 1986* Assisting in system planning 
is an appropriate Federal role* it is a particularly vital one 
in planning services for the estimated 3 million severely 
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mentally disturbed children in this country. 
Mental Health Clinical Training 

The question o£ mental nealth services for children underscores 
an xssue which is perhaps most glaring in, but by no means 
restricted to, to the arena of child mental health: the need for 
professional personnel. 

The debate over the Federal role in mental health clxnical 
training has been going on since 1970. It has been a healthy 
one, in that it has forced a clear exposition of the problems and 
prompted NIMH, in collaboration with the field, to place high 
priority on the needs ot unserved populations and service 
settings. But these positive outcomes coincide today with an 
NIMH clinical education budget of less than one-sixth the amount 
it was when the debate began. 

A successful community-based system of care creates more, hot 
less, demand for skilled clinicieLiis. If we are going to pursue 
that goal, we need to expand our clinical training program and 
require trainees to make a service i^^ayback in the public sector 
in the service of chronically mentally ill patients. 

A payback requirement will be viewed by some as a disincentive. 
But I'm convinced that it will prove to be healthy for the mental 
health and health professions generally and tor my own profession 
ot psychiatry particularly. The entire system ot nealth care 
practice patterns is in the midst of tremendous transition. 
Providing young trainees with a good, solid experience in 
organized public care settings will stand them — and all of us— in 
good stead in ^.he years ahead. 

Although my tocus is on the provision of care to persons with 
chronic mental illness, I would adC that anything we can do to 
stimulate interaction and mutual learning on the part of 
practitioners in the specialty mental health sector and the 
general health sector is of great benefit. Let me illustrate 
this point by mentioning a problem that too often fails to be 
viewed eitner as a mental health problem or as a particular 
responsibility of the general health system. 

The problem is domestic violence, and the facet l wish to comment 
on IS spousal violence. Today, in 1987, battering by a male 
intimate is suggested by available data to be the single most 
important source of injuries that bring womon to hospital 
emergency rooms. Nearly 1.6 million wives were beaten severely 
by their husbands in 1985. While this figure represents a 
reduction from nearly 2 million episodes in 1975, it's unclear 
whether the decline is a result of more effective prevention or 
greater reluctance to report wife battering. 



ERIC 




43 



S. H. Frazier, Page 4 

We do know that a woman's remaining in a battering relationship 
is associated with significant increased risk for subsequent 
alcohol abuse and drug abuse, for attempted suicide, for rape, 
for mental illness, and for child abuse. And we know that mental 
health and medi-cal personnel seldom identity battering as the 
cause or possible cause ot a woman's health problems. 

Educating health care providers about the extent of the problem 
is an urgent task. A 1985 study which randomly surveyed 290 
pregnant women seen in public and private prenatal clinics in 
Houston round 36-percent of the women to be battered or at risk 
for battering; but none of the women reported having been 
assessed tor abuse by their health care provider. Most did not 
know where to seek help. We need to sharpen referral practice 
and we need controlled studies of innovative forms of diagnosis 
and treatment in a variety of settings. And that means research. 

Mental Health Research 

The service system we have today, and treatments provided in it, 
are increasingly the products not of social or professional 
ideology, or economic expediency, but of research . 

Research on service systems is essential given the complex mix of 
systems required of a comprehensive community-based program. 
Constant vigilance is the only way to ensure that modifying one 
component of one system does not create problems in another 
component . 

But the primary responsibility of the federal government, through 
the NIMH, is research aimod at determining the causes, refining 
the treatments, and enabling the prevention of severe mental 
disorders. Thci ultimate answers w-11 be found in a fundamentally 
new understanding of the brain and its rolt in the expression of 
behavior. That is, through neuroscience and biobehavioral 
research. 

Through a sustained commitment to research program which relates 
directly to the service and treatment needs of the mentally ill, 
the i?-ederal government can and will address most eftectively the 
needs of people sutfering severe mental disorders. 

Thank you. 
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Mr. Weiss. Thank you, Dr. Frazier. 
Dr. Kiesler, we'll hear from you next. 

STATEMENT OF CHARLES A. KIESLER, PH.D., PROVOST, VANDER- 
BILT UNIVERSITY, REPRESENTING THE AMERICAN PSYCHO- 
LOGICAL ASSOCIATION 

Dr. Kiesler. Good morning. I am Charles Kiesler, provost of 
Vanderbilt University, professor of psychology, and senior fellow in 
the Mental Health Policy Center of the Vrnderbilt Institute of 
Public Policy Studies. I was formerly executive officer of the Amer- 
ican Psychological Association. 

In my research, I have concentrated on national mental health 
policy, and particularly on reanalyzing the national data base re- 
garding mental hospitalization. In my own work, have found it 
useful to distinguish between de jure and de facto public policy in 
mental health. 

The former refers to our intended legislative and regulatory 
public policy; the latter, the net outcome of the whole system, 
whether intended or not. 

In mental health, our de jure public policy for almost three dec- 
ades has been deinstitutionalization ?.nd outpatient care. Our de 
facto policy is represented by two extremes: Mental hospitalization 
or neglect. 

If one had to point to the single most important flaw in our 
policy and our thinking abou^ mental health in the United States, 
it would be our consistent failure to consider the whole system, de 
facto and de jure, at one time. We tend to consider one issue at a 
time, whether funding mechanisms, such as Medicare or Medicaid, 
or patient population, such as che homeless or nursing home resi- 
dents. 

Each of these individual issues is very important, of course, but 
we must be sure we understand the whole system, and the role of 
each of the individual issues and topics within it. We neglect a top- 
down policy analysis, and thereby often come to misleading conclu- 
sions about what we do to whom, with what effect, and at what 
costs. 

In my attempts to reanalyze the national data base regarding 
mental hospitalization, I have come to some startling conclusioiiJ. 
Let nrie share some of these quickly; they are all based on analyses 
of existing national data, and on surveys by Federal agencies and 
private associations. 

One, the rate of mental hospitalization in the United States has 
been increasing over the last 15 years rather sharply, a 60-percent 
increase- in that time period. 

Two, the increase is confined totally to general hospitals without 
psychiatric units. Little is known about those patients, their demo- 
graphics, or their treatment, which is a problem I have been work- 
ing on for the last 4 years. 

Three, except for State hospitals and VA hospitals, the length of 
hospital stay has been constant o\^er that time period. State hos^^i- 
tals and VA hospitals now account for only about 20 percent of the 
total inpatient episodes for mental disorders. 
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Four, the rate of rehospitalization has been constant over that 
time period, as far as anyone can tell. 

Five, mental hospitalization accounts for almost one-fourth of all 
hospital days in the United States for all disorders. Forty years ago 
it was over 50 percent. 

Six, in terms of hospital cost containment, we have read much 
about the decrease in total hospital days in the United States for 
all disorders. Contrary to popular impressions, the total decrease 
for all hospital days for all disorders in the United States is ac- 
counted for totally by the decrease in hospital days for mental dis- 
orders. There has been no decrease for nonmental disorders. 

Seven, I have found 16 different research studies comparing the 
cost and the effectiveness of hospital care for serious mental disor- 
ders with care outside the hospital in an organized program. All of 
these studies involved the seriously ill people with random assign- 
ment, either to a hospital or to some program outside the hospital. 

A consistent conclusion comes through in these studies; and that 
is that alternative care is more effective and less expensive. 

Eight, there has been an increase in the rates of mental disor- 
ders in nursing homes. However, contrary to popular impression, 
that increase is not accounted for by discharges of the elderly from 
State mental hospitals. Those elderly represent a very small part of 
the total increase in nursing homes. 

The increase in nursing homes is also not accounted for by in- 
creases in the number of elderly. There is an increase in the rates 
for mental disorders at every age group along the way: a new phe- 
nomenon in the United States, and one deserves a new attention. 

I have covered six or seven other topics in my written comments, 
but I would like to share with you the six major approaches, the 
changes in Federal policy, which should enhance both the effective- 
ness and the cost-effectiveness of mental health care in the United 
States. 

One, we need to invest in developing a better national data base, 
particularly regarding the outcomes of treatments. 

This is a problem in physical health as well, and is contained in 
several reports of the National Academy of Sciences; it is especially 
true in mental health. 

There has been little Federal effort to include data collection and 
evaluation in public policy, or policy analysis, in publl:ly funded 
research. Less than 1 percent of NIMH research grants in 1986 re- 
ported work that examined the financial and delivery syster^:: that 
provide mental health care. 

Two, we need to better understand the effects of different sys- 
tems of service delivery. The NIMH development of mental service 
research centers should be strongly encouraged and well financed. 

Three, we need to understand better the effects of health insur- 
ance coverage, both public and private, on the utilization of serv- 
ices and their outcomes. At present, there are no financial incen- 
tives for making the right decisions, and, in fact, there are often 
financial disincentives. 

Four, vfB need to take a systemwide and comprehensive approach 
to these issues, with communication and collaboration between the 
agents of our de facto national policy of deinstitutionalization and 
outpatient care, furthered by NIMH, and our de jure policy, ad- 
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vanced by publicly funded health programs such as Medicaid or 
Medicare. 

Five, we need adequate funding for alternative outpatient care 
involving teams of professional and support personnel, headed by a 
qualified mental health professional. 

Six, the private sector care and treatment of mental disorders 
has developed very quickly in recent years, particularly in corpo- 
rate hospital chains. The phenomenon used to be understood much 
better than it is; it is one that is moving very, very rapidly. 

I appreciate your opportunity to testify today. Thank you. 

[The prep tred statement of Dr. Kiesler follows:] 
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Mr. Chairman and Mombors of tho Subcommlttoo. I am ploasod to tost If y 
today on behalf of tho 87,000 mombors of tho American Psychological 
Association (APA) on tho fodoral rol^ In tho aroa of mental health. I am 
Dr. Charles A. Klosler, Provost of Vanderbllt University and Senior Follow 
of the Vanderbllt Institute of Public Policy Studies. I was previously 
Bingham Professor of Psychology and Dean of tho College of Humanities and 
Social Sciences at Carnoglo-Mol Ion University. I have also held the 
positions or APA Executive Officer and founding Vice President of the 
Council of Applied Soclai Research. In my research, I have concentrated on 
national mental health policy, and particularly on re-analyzing the national 
data base regarding mental hospitalization. 

In my own work 1 have found It useful to distinguish between de Jure 
and de facto public policy In mental health. The former refers to our 
intended legislative and regulatory public policy; the latter to the net 
outcond of the whole system, whether Intended or not. 

In mental health, our de Jure public policy for three decades has been 
deinstitutionalization and outpatient care. Our de facto policy Is 
represented by two extremes: mental hospitalization or neglect. 

If one had to point to the most Important single flaw In our policies 
and our thinking about mental health In the U.S,, It would be our consistent 
failure (o consider the whole system, de facto and de Jure, at one time. We 
tend to consider one Issue at a time, whether funding mechanisms (e.g.. 
Medicare or Medicaid) or patient populations (e.g,, the homeless or nursing 
home residents). Each of these Individual Issues Is very Important, of 
course, but we nust be sure we understand the whole system and the role of 
each of the individual Issues and topics within It . We neglect a top-down 
policy analysis and thereby often come to misleading conclusions about what 
we do. to whom, with what effect and at what cost. 

In my attempts to re-analyze the national data base regarding mental 
hospitalization. I have come to some startling conclusions. Let me Just 
share some of these briefly. They are all based on analyses of various 
national data surveys by federal agencies and private associations. 

1) The rate of mental hospitalization has been Increasing over the last 
15 years quite sharply (60X In that time period). 

2) The Increase Is confined totally to general hospitals without 
psychiatric units (where patients, contrary to typical opinion, are not held 
for referral but actually receive active treatment). Little Is known about 
these patients, their demographics or treatment. It Is a problem I have 
been working on for four years. 

3) Except for state hospitals and VA hospitals, the length of hospital 
stay has been constant over that time period. State hospitals and VA 
hospitals now account for only about 20% of total Inpatient episodes for 
mental disorders. 

4) The rate of re-hosplta I Izat Ion has been constant during that time 
per lod. 
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5) Montal hospitalization accountt for almost ona fourth of all 
hospital days for all disorders In the U.S. Forty years ago. It was over 



6) Much has been made of decreases In total hospital days for all 
disorders In the U.S. In recent years. Contrary to popular Impressions, 
decreases in total days for mental disorders (primarily In state snd VA 
hospitals) accounts for all of the national decrease for all disorders. 

7) Both the National Institute of Mental Health (NIMH) and I have 
calculated the proportion of total monies for mental health care that goes 
for Inpatient care. Despite very different methods of calculation, we came 
to the tame conclusion: over 70X of total care dollars goes for Inpatient 



8) I have found 16 different research studies comparing the cost- 
effectiveness of hospital care for serious mental disorders with care 
outside the hospital In an organized program. All of these studies Involved 
random assignment of the pttlents to hospital or non-hospital care (a 
minimum scientific methodological requirement for such studies). A 
consistent conclusion comes through !n these studies: alternative care Is 
more effective and less oxp9nslve. 

9) There Is an Increase In the rate of mental disorders In nursing 
homes. However, the Increase Is not accounted for by discharges of the 
elderly from state mental hospitals. That represents a very small part of 
the Increase. The Increase of mental disorders In nursing homes Is also not 
accounted for by Increases In the number of elderly In our country. There 
Is an Increase of mental disorders In nursing homes per 100,000 population 
at every age level . 

It Is a new phenomenon In the U.S. which needs further research and 
explanation. 

I note also that nursing homes do not play a role In the care of the 
non-elderly (und^r 65) who are released from state mental hospitals. 
Probably loss than 2% of this population go to nursing homes. 

In the remainder of my testimony, I will focus specifically on the 
nature and scope cf existing federal programs for the chronically mentally 
disabled, the need for a system of care model for service delivery, and the 
Impact of financing structures on the delivery of mental health services. I 
will also offer recommendations to Improve the needed federal leadership 
role In mental health service, research, and prevention programs. 

The role of psychologists In responding to the needs of chronically 
mentally disabled persons Includes provldinq essential mental health 
services, conducting pioneering research, and developing and administering 
mental health programs. Psychological services provided to thiS population 
may Involve diagnostic assessment, psychotherapy, clinical consultation, 
crisis Intervention, community referral, and prevention and outreach 
services. In the area of research and program development, psychologists 
are examining the causes of severe mental disability and are actively 
involved in designing •nd evaluating new treatment approaches to traditional 
hospital-based care and drug therapy. 
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Ffldoral Support for SarvtCM for Chronfcftliv Uentfc Hv Dlaabiod Pergena 

A careful analysis of the federal role In mental health requires sooe 
attention to the evolving relationship between federal, state, and local 
Isvela of Qovtrnment. Prior to the enactment of federal legislation 
authorizing the establishment of coovnunlty mental health centers and the 
Medlcare/Medlcald programs, mental health cars for the chronically mentally 
disabled was primarily a state responsibility handled largely through 
placement In state mental Institutions. Howevsr. federal, state, and local 
governments have been unable, for a variety of reasons, to provide the 
contlnuK of cars required to assimilate the chronically mental ty disabled 
Into the community. 

The 1063 Community Mental Health Centers Act created a nationwide 
network of community mental health centers (CMHCs) and constituted the first 
step towsrd promoting a communlty-basad system of outpatient care as an 
alternative to or following Institutionalization. Despite the relative 
success of the CMHCs In the early 1070s. Congress responded to evidence 
showing that certiln groups such as the poor, the elderly, and the 
chronically ment'iMy disabled remained Inadequately served. As a result, 
the number of "essential services" to be provided by the centers was 
Increased, but sufficient funding did not accompany the changes. However, 
the crt^atlon of the CUHCs served to establish a relationship between the 
federal and local governments In the delivery of mental health services. 

The enactment of the Mental Health Systems Act In ig80 attempted to add 
the states to this partnership, by giving them the option of contracting to 
be the sole provider of mental health services. In recognition of the unmet 
mental health needs of certain populations, the act added new provisions to 
encourage the development of outreach and service programs for the 
chronically mentally disabled, the elderly, severely disturbed youth, and 
other underserved populations. However, the funding level was far below 
what would be required to provide comprehensive services for these 
populations. 

Alcohol an d Orug Abuae an>j Mantiii Health Sflrvleea BiQCif Grant. A major 
shift away from federal support for mental health programs for special 
populations occurred In 1981 with the creation of the Alcohol and Drug Abuse 
and Mental Health Services (ADM) block grant and the repeal of the Mental 
Health Systems Act. The federal roie In providing a nationwide network of 
community mental health centers was thereby reduced and the role of the 
Individual states Increased. 

The mental health share of the ADM block grant Is distributed primarily 
to community mental health centers and Is Intended to provide states with 
greater flexibility, with the chronically mentally disabled designated as a 
service priority. The block grant, which Is up for reauthorization this 
year» serves Xp reduce government bureaucracy, thus giving states the 
opportunity to po>l resources to provide a more comprehensive range of 
health, mental health, and social services. However, state savings from the 
block grant apprcach are not sufficient to compensate for the reduced levels 
of federal funding, a situation which has been compounded by the high rates 
of Inflation In the 1970's. 
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In addition to the ADM block grant, other programs must be considered 
In an evaluation of the federal role In mental health care for the 
chronically mentally disabled. These programs Include the Community Support 
Program and the Clinical Training Program which are both administered by the 
National Institute of Mental Health (NIMH). 

Conmunltv Support Prngrflfn , j^e Comrr.unlty Support Program (CSP) 
provides grants to states and private nonprofit agencies to establish more 
effective ways to deliver community mental health servUes to the 
chronical ly mentally disabled and other seriously underserved populations 
such as children (through the Child and Adolescent Service System Program), 
the homeless, and the elderly. We believe that the current CSP models may 
be useful in determining some of the more effective ways to provide mental 
health server to special populations at the state level. However, the 
effect I venei of this program have been hampered by serious underfundlng. 

C lj nlc a l Tr a ining Progr n m .. This program is the major source of fundira 
for training in the four core mental health professions — psychology 
psychiatry, social work, and psychiatric nursing. The program prepares 
these professionals to meet the nation's mental health needs by requiring 
that students receiving stipends payback their support by working In a 
designated shortage area for each year of federal assistance. Funding for 
this program has declined drastically over the past decade, from an average 
of $70 million per year to $15 million In FY 87. A FY 88 funding level of 
at least $26 million Is a prerequisite for ensuring adequate numbers of 
mental health professionals to work with the chronically mentally disabled 
and other special populations. 

Thfl "System of ran^" Modal for «i* rvlcft n^llv^rY 

The Chronically mentally disabled, whether children or adults, require 
a range of appropriate mental health services at varying levels of Intensity 
in the least restrictive environment. The term "appropriate services" 
refers to those services that are essential to enable the Individual to 
progress In the development of appropriate behavior and Independent living 
Skills, and to move from more rostrlctive to less restrictive settings. 

The most central component of this model Is the availability of a range 
of residential (e.g.. Inpatient care or therapeutic group homes) and 
nonresidential (e.g., outpatient care, day treatment, and psychosocial 
rehabilitation) mental health services, other key components of an 
effective mental health service system Incli.de: (1) linkages among the 
various system components; (2) access to a full continuum of care; (3) 
flexibility In funding and decision-making to allow the movement of 
Individuals through the system as their needs change; and (4) responsive 
management structures that allow for shifts In funds and staff. Moreover 
since the multiple needs of the chronically mentally disabled population 
Invariably require the Intervention of other agencies 'and systems, it Is 
critical that services be well coordinated to reduce fragmentation and 
duplication of services. 

The APA encourages the Committee to explore how this model can be 
applied to the chronically mentally disabled. We are hopeful that 
implementation of the recently enacted State Comprehensive Mental Health 
Services Plan Act of 1986 (P.L. 99-660) will provlde^needeC federal 
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asslstanco In this diroctlon. Yet» we a . particularly concernod about the 
influence of federal financing structures such as Medicare and Medicaid 
(which focus heavily on hospital care and minimally provide for appropriate 
outpatient care) on tho development of systems of care. 

Financing Structures as an Impediment to Services 

Public and Private Financing and Community Care. The financing 
mechanisms for mental health exert a significant Influence on the extent to 
which services are available to persons who need them. The various federal 
and federal-state mental health Initiatives of the past several decades to 
provide services for the chronically mentally disabled have suffered as a 
function of the growing costs of care coupled with decreased federal 
support. The public and private financing mechanisms for service delivery 
to this population are further Impediments to levels and appropriateness of 
care. 

Care for the treat nent of mental disorders was historically left to the 
family. Today» private health Insurance and state and federally funded 
programs drive the health care system. We have moved away from 
Institutionalization to connunlty-based care In theory » but reimbursement 
mechanisms continue to demand hospitalization. This disparity Is a 
significant barrier to care. 

Both public and private Insurance plans limit coverage for mental 
health care. With respect to Medicare » the focus Ic on acute hospital-based 
care» yet Includes an Inpatient benefit for mental and nervous disorders of 
only 190 days per iifwtimo. The limited outpatient benefit of $5C0 per year 
with a 50/50 copayment Is likewise a barrier to care. Typical ly» this 
provides for lo visits to a private practitioner's office or to a cllr c. 
This level oV coverage for the chronically mentally disabled Is patently 
Inadequate. 

In addition to outright limits on services or reimbursements* both 
Medicare and Medicaid have severe limits on both locus of care and on 
professional providers. For Instance » a majority of states construe the 
federal requirement that Medicaid services be 'medically necessary" as 
meaning that they must be provided under the authority and supervision of 
physicians* rather than Independently ty licensed nonph/slclan mental health 
professionals (I.e.* psychologists* social workers* and psychiatric nurses). 
However* with t^e chronically mentally disabled In particular* there Is a 
great need for Interventions provided by tea:ns of professionals and 
nonprofessionals* under the direction of a range of qualified mental health 
professionals. 

Unfortunately* the private sector has followed the model provided by 
the federal government. Private Insurance coverage for the treatment o1 
mental and nervous disorders Is* on the average* Just as limited as In 
public plans. Copayments are generally 50/50 Instead of the 80/20 commonly 
found for other health care. And without exception* there are use or dollar 
limits on reimbursement. A recent study of 300 private sector plans 
reported that over 30X of the plans had benefit levels for both the 
Inpatient and outpatient treatment of mental disorders at a lower level than 
benefits for other types of health care. Nearly 60X of the plans had 
similar Inpatient benefit levels for the treatment of health and mental 
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health conditions; however, these plans offered less coverage for the 
outpatient treatment of mental health conditions as compared to other health 
conditions. 

PU&llc FInnncInQ and Residential nar^. The consequences of the 
Medicare I Imitations on type and place of care promote the costly and 
Inappropriate use of alternative services and facilities. This Is a 
critical issue for public policy. Also. Medicare Inappropriately defers to 
the Medicaid program for certain long-term care needs of the older 
population. Including those with chronic mental disabilities, in this 
regard. Medicare recognizes only hospitals as Institutional providers for 
mental health care and denies payment to skilled nursing facilities (SNFs) 
for this care. Thus, this method of financing creates a significant barrier 
for beneficiaries who are In nursing homes rather than hospitals. 

The long and debilitating course of many chronic diseases, which often 
Includes certain mental health problems, leads to the eventual placement of 
many elderly patients in nursing homes ^ Intermediate care facilities 
(ICFs) and skilled nursing facilities (SNFs). Medicare coverage for nursing 
homes Is restricted to the SNF setting with many benefit limitations. When 
the criteria are met, a total of 100 days of nursing home reimbursement Is 
provided; $so per day cc-payment Is required between the 2lst and the 100th 
day. After these benefits are exhausted, the patient must either make 
personal payments (which account for <4X of all nursing home payments), rely 
on private long-term care Insurance (less than IX of all nursing home 
payments are from private health Insurance sources), be discharged to the 
care of family or friends, or. If Medicaid coverage is available, "spend 
down- to meet Medicaid criteria. The extended course of many chronic 
cond tlORs, Including mental disorders, experienced by the elderly increases 
the n.^ellhood that patients will exhaust their personal resources and 
become dependent on otate Medicaid programs. At least one-half of Medicaid 
nursing home recipients were not Initially poor upon entering the 
institutional setting, but had to "spend down" to meet state Medicaid 
eligibility levels. Medicaid's failure to address the long-term care needs 
Of our nation's elderly will continue to "pauperize" patients with chronic 
disorders. 

intermediate Care Facilities (iCFs) are a more typical nursing home 
setting fcr the majority of elderly persons with chronic conditions 
requiring long-term -are. Although It Is not covered by Medicare, most 
states have opted to offer some type of ICF reimbursement through their 
Medicaid programs ^ despite the lack of a federal mandate. Medicaid, by 
default, provides payment for some of the long term care services neglected 
by the Medicare program. Once placement Is located In an ICF, an elderly 
resident with a mental disorder Is very likely to be at risk for receiving 
Inappropriate treatment. This phenomenon results from federal policy which 
dlscoura«i3 treatment for mental diagnosis by denying reimbursement to 
facilities classified as Institutions for mental diseases (IMDc). 

Tho Medicaid statute expressly forbids reimbursement for "care or 
services for any Individual who has not attained 65 years of age and who Is 
a patient m an institution for mental disease (IMO)." Current Medicaid 
"Guidelines" define an IMO as a facility with a disproportionate share of 
Its patients (I.e., over 50%) with mental disorders. - Once designated as an 
IMD, Medicaid denies reimbursement for residents between the ages of 21 and 
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65. As a consoquonco, many nursing home administrators are raluctant to 
acimit residents of any age with mental disorders — or mislabel these 
residents with physical diagnoses — so as not to characterize their 
raclllty as one caring for the mentally disabled. As a result, only around 
SX of nursing home residents with diagnoses of nsental disorders receive any 
mental health care. 

Medicaid, is the largest single source of financing for nursing home 
care, representing over, 48X of all nursing home payments (a total of $13.2 
billion In FY 1G82). It has been estimated that over one-half of the 
nation's nursing home residents have chronic mental disorders; the care of 
these residents accounts for almost $16 biHIon per year. 

Another barrier to appropriate mental health treatment for nursing home 
residents Is that neither federal certification procedures for 
Medlcare/Medlcald nor state licensure law;) require that nursing homes 
provide mental health care when It Is Indicated. The Medicaid program 
should establish standards for appropriate care and treatment of the 
chronically mentally disabled elderly In nursing homes. Medicaid should 
also mandate mental health care to residents with mental diagnoses for those 
participating facilities. Further, the Medicare statute should require the 
certification of SNFs to provide Inpatient menta' health services so 
residents with mental disorders could receive direct care. 

Fadaral Role In Mental Health Research 

The National Institute of Mental Health (NIMH) Is the nation's largest 
funding source for mental health research. The Administration has proposed 
drastic cuts In NIMH research funding for FY 38, which are par' '-ulariy 
distressing In light of Congress' strong show of support last year for the 
many exciting scientific opportunities In mental health research. Important 
areas of research that are In need of Increased emphasis in the years ahead 
Include: mental health and behavioral aspects of AIDS; behavioral, 
biological, and social factors related to schizophrenia; prevention of 
mental disorders; rural mental health; and an Increased effort to gather 
statistics on the nation's mental health needs. An Increased commitment to 
basic research In the behavioral and biological sciences Is also needed. 
Additionally! the decline In research training support over th^ past several 
years must be reversed, with particular attention to Increaslr., funding for 
predoctoral support In the behavioral sciences. 

The data also suggest the development of specific pla^^*} and programs to 
support the prevention of serious mental disability resulting In 
hospitalizations. Specific approaches might Include the revision of 
professional review organizations and activities, the experimental 
development of alternative funding mechanisms for treatment of mental 
disability, or further development of public programs and research on 
prevention In general. 

All of these considerations lead me to suggest six major approaches to 
changes In federal policy which should enhance both the effectiveness and 
cost effectiveness of mental health care In the United States: 

1) Invest In developing a better national data base, particularly 
regarding the outcomes of various treatment approaches. This 
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demands research In which Individuals are tracked across time. 
There has b#»en little federal effort to lnclu::G daia collection and 
evaluation :n public policy, or policy analysis In publicly-funded 
research. Less than IX of NIMH research grants In FY 1986 
supported work that examined the financial and delivery systems 
that provide mental health care. 

2) We need to better understand the effects of different svstams of 
service delivery. The NIMH development of Mental Health Service 
Research Centers should be strongly encouraged and well financed. 

3) We need to understand better the effects of health Insurance 
coverage (both public and private) on utilization of services. 
There are at present no financial Incentives for making the right 
decisions and. In fact, there are financial disincentives. 

4) Wo must take a system-wide and comprehensive approach to these 
issues, with communication and collaboration between the agents of 
our de facto national policy of aelnstltutlonallzatlon and 
outpatient care furthered by NIMH and our de Jure policy advanced 
by publicly funded health programs. 

5) We need adequate funding for alternative outpatient care Involving 
teams of professionals and support personnel headed by a qualified 
mental health prof!)sslonal . 

6) The private sector care and treatment of mental disorder has 
developed very quickly In recent years, particularly !n hospital 
chains. We need to study and understand this pheno'Aenon much 
better. 

Thank you for the opportunity to testify on behalf of the Anerlcan 
Psychological Association on the subject of the federal role In the area of 
mental health. If I can be of any further assistance to tne Committee, 
please cal I upon me. 
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Mr. Weiss. Thank you, Dr. Kiesler. 
Dr. Sharfstein. 

STATEMENT OF STEVEN S. SHARFSTEIN, M.D., VICE PRESIDENT, 
SHEPPARD AND ENOCH PRATT HOSPITAL, BALTIMORE, MD, 
REPRESENTING THE AMERICAN PSYCHIATRIC ASSOCIATION 

Dr. Sharfstein. Mr. Chairman, my name is Steven Sharfstein, 
and I am medical director of the Sheppard and Enoch Pratt Hospi- 
tal in Baltimore, MD. Today, I am representing the American Psy- 
chiatric Association, a medical specialty society representing over 
33,000 psychiatric physicians nationwide. 

I would like to mention that I have spent 13 years in the Public 
Health Service with NIMH. Between 1976 and 1980, 1 was Director 
of the Division of Mental Health Service Programs of the NIMH, a 
division that no longer exists today. 

You may recall that you and I met almost 10 years ago when you 
had me come up to the Upper West Side of New York to a commu- 
nity meeting you had organized at the Martin Luther King School. 
This was a meeting to deal with issues of deinstitutionalization and 
homelessness on the Upper West Side. 

I am sure that you will remember that, when it came time for 
the question period, the microphone was grabbed by an obviously 
disordered gentleman who proceeded to rave for 15 minutes while 
you quietly asked him to please ask his question, at the end of 
which he just gave his phone number to the audience for anybody 
to try to contact him. 

My parents were in the audience that day. You didn't know that. 
They still talk about the experience of that day. I am sorry to say 
that probably the situation since 1978 has only gotten worse. 

When I was director of the service programs of the NIMH, we 
had oversight responsibility for the Federal Community Mental 
Health Centers Program, a program that initiated 790 comprehen- 
sive community centers across the country. During the time that I 
was director of this program, we began the community support pro- 
gram that Dr. Frazier mentioned, a program that has survived the 
changes that have gone on wHh the NIMH. 

I should also mention that, in the next panel, you will hear from 
Dr. Robert Washington, the administrator of the Mental Health 
Servicss in the District of Columbia. During that time period, he 
was part of the community support program, and was one of the 
first people that saw the possibility of Federal leadership toward 
the chronically mentally ill through that initiative. 

The mental health services program, at that time, had about 100 
Federal officials in Rockville, MD, that reviewed the Federal pro- 
grams. There were an additional 30 Federal researchers in a com- 
munity mental research program in Prince George *s County. In ad- 
dition to that, there were 160 Federal officials and regional officials 
across the country, whose main task was to gather data, monitor 
programs, work with Slates, and work with local communities. 

Today, there is a total of 35 Federal officials that are involved in 
the Federal Block Grant Program. 

This is a hearing on Federal services, and I think it ic important, 
as I elaborate in my written testimony, that one goes back to the 
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year of 1854 to see that it could have been quite different. At that 
time, Dorothea Dix and her allies, a citizens movement not that 
different from the National Alliance for the Mentally 111, managed 
to get through the Congress the Indigent Insane Act of 1854, which 
>vould have provided for Federal funds for a major Federal initia- 
tive toward the mentally ill. 

President Franklin Pierce vetoed that legislation. In his veto 
message, he felt strongly that it was not the role of the Federal 
Government, in his words, to be, "the great almoner of public char- 
ity throughout the United States." 

That veto stood, and it was at that point that Dorothea Dix 
began her lobby Stote by State, for State asylum care for the mtn- 
tally ill, personally leading to the founding of some 32 State mental 
hospitals over the next 20 years. 

The State systems continue to be the major players in the dsliv- 
ery of services to the poor, which is the ma^ -rity, of patients with 
severe mental illness. Hov;ever, if one is to look at Federal policy, 
it would be extremely inaccurate to say that it has been the NIMH 
that has been the major force in the changes that have occurred in 
States and local communities. 

The NIMH moneys, through the service programs, have repre- 
sented less than 5 percent of the total Federal outlays since the 
mid-1950*s for services to the mentally ill. It was in 1954, 100 years 
after President Pierce's veto, that title 2 of the Social Security Act 
was passed, which began the reversal of that veto. This was the 
Disability Program. 

Federal dollars, through the major health insurance moneys, 
through the disability programs, through social services, have been 
the major force in the change that has occurred: The movement, 
the mass movement, of patients out of the State me:.>al hospitals 
and into the community. 

It is the Federal dollars, through Medicaid, through title 16 of 
the Social Secuiity Act, that gave States the opportunity to shift 
the financial burden from themselves and from State tax dollars, to 
the Federal Government— not the NIMH Community Mental 
Health Centers Program, which was a very small initiative, com- 
paratively speaking. 

As I elaborate in my testimon} , I think unless we begin to form 
the major Federal financing streams that deliver services to the 
mentally ill in local communities, we are going to have a very hard 
time understanding what needs to be done. We need to have major 
reform in the Federal health insurance programs. Medicare and 
Medicaid, and housing programs, disability, social services, and vo- 
cational programs. 

In my testimony, I proposed that a block grant— an index capita- 
tion block grant— be provided to States, through the Social Securi- 
ty titles, in order to coordinate with the large State dollars to pro- 
vide for the comprehensive community-based system that has been 
discussed aiready this morning. 

I also think that it is essential for the NIMH to take and contin- 
ue to have a leadership role in data gathering, in research, and in 
demonstrations. Without the NIMIl, I think the overall State 
system would be much poorer. Thank you. 

[The prepared statement of Dr. Sharfstein follows:] 
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Mr. ChairMm, ay nam it stev«n S. Sharfstein, M.D., and l aa the Vice 
r*-e8ident and Medical Director of The Sheppard and Enoch Pratt Hospital in 
Baltinore, Maryland — a nonprofit private psychiatric health care f/^cility 
which provides inpatient, day treatment, outpatient and connunity mental 
health services to a large population of both private and public paying 
patiente. I am representing the Aaerican Psychiatric Association — a medical 
specialty society representing over 33,000 psychiatric physicians nationwide. 
I would like to mention that I spent 13 years in the Public Health Service at 
the National institute of Mental Health, and for five of those years was 
Director of the Division of Mental Health Service Programs which had 
responsibility for oversight and in^lementation of the FMeral Consunity 
Mental Health Centers Program and the Community Support Program. Z was very 
involved in the passage of the Mental Health Systems Act of 1980 and the 
development of the National Plan for the Chronically Mentally ill. After 
leaving federal service, I co-authored the book. Madness and Government t Who 
Cares for ^Ae Mentally 111? (American Psychiatric Press, 1983) which is a 
historical description of the federal role in thj delivery of mental health 
services to our citizens. ^ 

I am pleased to have the opportunity today to reflect with you on my views on 
the federal role in assisting st?«tes in the delivery of mental health 
services. My testimony will consist of (1) a historical perspective on the 
federal role, (2) an arsessment of the major changes that have occurred 
largely as a result of federal intervention in the past four decades, (i) an 
overview of current NIMH initiatives and (4) a suggestion for major change in 
the federal role in order to provide for a noro coordinated and cost-efficient 
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amy o£ opportunitie* for ntnUl health care and related support services to 
th* severely sen tally ill. 

I, Dorothea Dix# Preaident Franklin Pierce, and the In digent Insane Bill of 
18S4 

Federal involvement in the treatnent and support of our citizens with mental 
illnesB began essentially with the founding of the National Institute of 
Mental Health in 1946. ^tie federal role could have begun almost 100 years 
earlier when in 1854, Dorothea Dix and her allies managed to get through the 
Congress the "12,225,000 Acres Act," also Known as the Indigent Insane Bill, a 
large federal land grant sale to provide federal funds to build mental 
hospitals. It represented four years of intense 'obbying of the Congress by a 
group of farsighted and idealistic social reformers and physicians who 
believed that the mentally ill could be cured through kind and firm moral 
reeducation in circuDStances far from the chaos jf cities and the corrupting 
influences of aodern life. President Franklin Pierce vetoed this bill with 
the following aesiagej "If th« Congress has power to make provision for the 
indigent insane, the whole field of public beneficience is thrown open to the 
care and culture of the federal government... I readily... acknowledge the duty 
incuibent on us all... to provide for those who in the mysterious order of 
Providence are subject to want and to disease of body or mind, but I cannot 
find any authority in the Constitution that makes the federal government the 
great almoner of public charity throughout the United States. To do so, in my 
judgement, would be contrary to the letter and spirit of the Constitution... 
and be prejudicial rather than beneficial to the noble offices of charity." 
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(Presidtnt Franklin Pierce veto of Indigene Insane Bill, Washington, D.C., 
1854.) 

One can see in Pierce *8 veto of 1854 many of the thenes of the current Reagan 
administration. Dorothea Dix, however, reorganized her allies and began the 
pursuit state by state for the provision of asylum care for the mentally 
ill. She personally led to the founding of some 32 i^tate mental hospitals — 
a most extraordinary accomplishment. 

What began as an idealistic effort led in a relatively short period of tine to 
a system of custodial asylum care and therapeutic pessimism. Waves of 
immigrants to the United States began to fill the state mental hospitals and 
clinical notions changed in the face of the unremitting reality of chronic 
mental illness and the financial reality that only a few could truly afford 
the individualized attention recomended by Hs. Dix and her supporters. 

II. 1947-1987 > Federal Involvement in SVstem Qiange 

By the late 1940 's and early 19C0*s, we reached the peak of public asylum 
psychiatry in the United States with over half a million Americans residing in 
state and cc.-ity mental hospitals, that is one out of every two hospital beds 
were occupied by a psychiatric patient. Lengths of stay were averaging two to 
three years, and many could expect to cpend their entire lifetimes in crowded 
and often anti-therapeutic circumstances. These state hospitals were the core 
of the care opportunities for a majority of Americans with mental illness. 
Tbday, they remain as scaled-down facilities (with less than 120,000 Aaericans 
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rciiding in sUt* borpitalt, and for new adaiiiioni, the aedian length of stay 
is than thra* vaaki) * 

Itis fader aX govarnsent ha a been a major player in the draaatic changes that 
hava Ukan pUca in the oental health systen, including psychiatric and 
general hospitals, private offices, comunity aental health c«(ntecs, nursing 
hcMMS, and other settings where the care and treataent of the aentally ill 
currently occurs* 

The National Institute of Mental Bealth founded in 1946 provided the 
leadership in developing nev treataent s, new aodes of understanding aental 
illness and aintal health, and nev settings for the provision of aenUl health 
care* Research supported by the NIMH in the 1950*8 helped forge the clinical 
consensus that vas nec^*ssary to reconnend clianges focusing on shorter term 
facilities in local coanunities* Research in psychopharaacology and basic 
research into aental illness provided the technology to allow the discharge of 
thousands of patients into the conncjiity settings, often supported with 
federal funds either directly through the categorical oeed aoney approach of 
the cowmity aent^JL health centers, or acre profoundly through the aajor 
Social Security titles , Medicaid (XIX) , Supplemental Social Security Income 
(XVII), and Social Services (XX)* This influx of federal funds began in 1954, 
100 years after President Pierce *s veto, with the pasaaga of Title 71 of the 
SocJ.1.. Secority Act, the disability income program* With the pasbage of that 
Act, the federal government began to assume from the states the support of the 
ill and the destitute* It is the major Social Security titles that now 
provide the greatest federal presence for the support and treatment of the 
mentally ill* 
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Of cours«, th«r« art muxy other factors at play, including the najor legal 
changts supporting tht rights of the aentally ill, the wholesale dumping of 
long tera psychiatric patients on unprepared coanuninies leading to an 
epideaic of hopelessness in nuiny of our major cities across the United States , 
and the filling up of nursing hone beds by many people with mental illness 
because thes^ ')eds could find mostly federal funding and represented an 
economic opportunity for the private sector* 

III. Current NIMH Initiatives^ ITie Hoaeleas and APA 

At this point, let me mention that the APA continues to be actively involved 
in the development of a workable public policy toward the care of our 
chronically mentally ill citizens* Clearly, a cornerstone of a successful 
policy must be an augmented federal presence in terms of financing, technical 
assistance, and planning to better assist state and local governmentj cope 
with a problem, often chiiracterized as an "epidemic." Federal "opportunities" 
do exist under the auspices of the Public Health Service and, in particular, 
the National Institute of Kental Health* 

Already, legislation to address both short and long-term needs of the homeless 
has been debated in this 100th Congress, and we applaud die Congress for its 
early and decisi;re action in responding to the multitude of socio-economic and 
medical needs of the chronically mentally ill* As X have been requested to 
address the role of the MIKB re^'^^rding the support of men'^al health service 
and coamunity support programs^ I must say that the 100th Congress has 
responded wisely by doubling the budget for the NIMH Coflounity Support Program 
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<CSP} , vhich, at you know, has daaonatratr<S its effect ivencaa in atiaulating 
battac pUnning and coordination of tUta/Xocal prograM through federal 
technical aaaittjmce and aodel coHaunity-^ted programs* Ihia aodeat 
expenditure will lead to e needed expanaion of coRwinity<-baaed aervicea* 

The APA and e coalition of aore than 50 profeitional and citizen org&nizationt 
applaud your action* Let iw alao add that we believe Senator Domenici'a bill 
(S* 763} , "The Services for Uie Borne leaa Mentally 111 Individuals Act* aoves 
the Federel govsrnnent in an appropriate direction and envisions five key 
service eleaents at the state/local level — outreach, transitional housing, 
treetaent, case aanagenent, and clinical training* In the area of treataent, 
the bill articulates the need for a "continuum* of clinically appropriate 
individualised services — outpatiem partial hospitalization, diagnostic 
services, crisis intervention, and habilitation and rehabilitation* Vfe are 
working cloaely with the Senator and his colleagues in defining and 
recoaaending appropriate federal and state roles* 

X nust also eaphasize the importance of federal support foe research under the 
auspices of the HIMB* Research is an important link in the ccntinuua of care, 
yielding new and ii^rUnt information About more effective tre^^joents for the 
major aenU*. disorders* The federal governaent is the only jurisdiction which 
can undertake the aupport of research — both biomedical and systeais oriented 
— of the sizn and icale necessary to further our collective knowledge base* 
The coalition of professional and citizen advocates Is proposing a major 
expAnnion in HIKU research support, including research supported by the 
Division of Biooetry and Applied Sciences* Funds tkre needed now for research 
that ex&aines the availability, quality of care, use, cost, itructure and 
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Inpact of aenUX health services, programs, organizations and syatemsi 
a88«88»snt of factors influencing the supply and use of facilities and 
services y assessaent of the need for and access to services } effects of 
changes in different parts of the health care delivery syster e»g», growth of 
private hospitals, corporate hospitals, nursing hones, health maintenance 
organisations, and preferred provider organizations; inpact of legislation and 
regulations on the provision of mental health services? applications of 
information systems and other changing technologies to mental health aervico 
systems; and application of research results to managing ai.d improving mental 
health services programs* 

(^rtunities for fiscal support to CSV, the ADM Block Grant, reaearcn, 
training, tnd the range of NIMH activities exist at the federal level today* 
I do have my own views, however, on a longer-term strategy related to the bulk 
of federal funds which provide treatment and support to the roenCally disabled* 

IV* A Proposal for Reform of Federal Punding 

Dr* John TaXbott, Professor and Chairman of the Department of Psychiatry at 
the University of Vjryland, and myself have proposed a reform of the currently 
fragmented federal funding streams to provide for a federal presence in states 
for treatment and support of the episodic and chronically mentally ill* 
Tbday, the majority of our psychiatric patients can only expect piecemeal 
treatment and care, unplanned and uncoordinated, that varies ormously In 
quality and cost among the different regions of our country* There is no 
•system" of treatment and care for the mentally ill today and no simple method 
for funding services* The costs, however, are considerable* in 1983, the 
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cost to society for aU Mntal illness was 'tstiaated at $73 billion, about 
half o£ which could be attributed to direct treatment and support costs. 
A^roxiBAtely 43 percent of the direct costs of aental i aness are related to 
treatment and care of the chronically mentally ill with the vast portion of 
these direct costs being paid to ivirsing hor^s (supported by federal and state 
dollars) and state and county mental hospitals (still supported by state 
dollars) • 

The cost of treatment of the chronically mentally ill is complicated by the 
fact that many of the services critical to successful tr<msition into the 
community setting ei^c not considered medical and are not included in estimates 
of the cost of treatment. Such costs include the costs of basic care, such as 
housing, clothing and food, and many of the costd involved in social and 
vocational rehabilitation, as v^ll as social welfare costs including social 
services, legal services, and income maintenance. The monies for all of these 
critical supports are provided through a multiplicity of sources. Some funds 
come directly from the federal, state and local governments, while other 
filter through federal entitlenert programs, such as Medicaid, Medicare, SSI 
and SSDX. Still others come from state and local, social, vocational, housing 
and other agencies. 

Ke believe that the fragmentation of these funding streams complicates the 
delivery of coaprehensive services, deters preventive interventions, and 
precludes systems change. There is virtually no support for families who are 
the primary caretakers of the chronically mentally ill. Funding rewards the 
most undesirable treatment or service; for exanple, nursing borne care rather 
than home care or residence in supervised group homes. 



- 8 - 




67 



We believt that a comprehensive care systea should be developed to cover all 
the services that were once provided to the chronically ill in public state 
facilities. These services include tteataent, support and shelter. Farther, 
we b«lieve a systea should be devised to fix the fiscal, adainistrative and 
prograa responsibility for the iapleiientation of treatment and care. Farther 
financing should provide adequate aonies for this chronic population; and 
finally, we believe that funding should integrate the needs of acute and 
chronic care with the needs for shelter and support, thus peraitting the noney 
to truly follow the patients. 

The funding aechanisa that we suggest would provide incentives for systems 
change in these desirable directions. 

Therefore, it is our opinion that the size of the oentally ill population that 
is mostly supported by federal dollars today (somewhere between 1.7 and 2.4 
million people) is so large and the amount of money spent on them so 
staggering and the resulting care so abysaal that a new federal entitlement 
prograa should Le established. This program should take all existii^ funds 
regardletj of the source and pool thea into a new single Social Security title 
for the mentally ill. 

To start, the federal ptograa would take all existing monies from the various 
federal soutces and luap the«i into one new program. These federal dollars 
would be channeled via index capitation grants through a atA\:e administered 
authority to local coaaunity programs. At the outset, the amount of each 
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State's grant should be established to reflect the state's current federal 
share of long tera care expenditures foe the nen tally ill. 

Itie federal funding authority would reaove regulatory requirements of the 
current Social Security entitlements and provide for states an opportunity to 
develop a nanaged syste;^ .f aedical and aental health care, social services, 
residential alternatives^ and personal care. States would be empowered to 
develop a single odainistrative agency with responsibility for coordinating 
all of the program needed by the aen tally ill population, including both 
institutional and noninstitutional care, and current categorical state dollars 
would be luaped with this federal capitation grant. 

Actual services would be delivered by local agencies with whoa the state would 
contr^ict and they would be required to work with faailies# provide case 
manageaent, perfora gatekeeping functions for long tera institutional care, 
and be responsible for a coordinated systea of nedical and nonnedical services 
through a variety of aechanisas, including vouchers to Individuals or 
faailies. 

It is laporfc^it to underscore that this proposal recognizes that lo"* term 
responsibility is best carried out by the state gcvernaent and local service 
delivery agencies. Federal dollars are critical in the delivery of care to 
this population. Chronic aental iUness is national in scc^. The current 
funding is pieceaeal and fragaented, and only by channeling federal funds and 
consolidating then together under one title as a capitation grant would it be 
possible to finance the coordinated long tera service systea that these 
individuals need. 
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I hav« presented a historical perspective Cating fro« President Franklin 
Pierce's veto of the Indigent insane BiU of 1854 to today of the federal role 
in the delivery of aental health care* Since Vforld War II, the federal 
Soverniwit, both directly ard indirectly, contributed to a revolution in the 
delivery of psychiatric care, but has as one of its side effects a public 
health problem now second only to the AIDS epide«ic, the hoiMless, chronically 
■entally ill. I have proposed one way of beginning to coordinate large 
federal funds, providing the* to 9nd through states to local agencies for a 
coordinated, nonfragnented approach for the care and tne support of 
individuals with chronic nenUl illness. 

I appreciate this o^^rtunity to present ny views and the views of ny 
association, and we stand ready to assist you in the development of a workable 
federal policy for the care and txeataent of our zientally ill citizens. 
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Mr. Weiss. Thank you very much, Dr. Sharfstein. Although the 
questions that I have, may be directed to one of you individually, I 
hope that you will feel free to comment on any of the questions, to 
amplify or to clarify the responses. 

Dr. Frazier, does NIMH have much input into the mental health 
policies of other Federal programs, such as Medicare and Medicaid? 
And how could such input or coordination of efforts be improved? 

Dr. Frazier. First, NIMH needs more personnel who are quali- 
fied and who understand reimbursement policy. We have very few 
mental health economists in this country. As a result, wc are de- 
pendent on health economists and, what happens is, mental health 
gets second string kinds of thinking about it. 

We neea the qualified people in NIMH to understand reimburse- 
ment policy, the same kind of thing Steve was talking about, and 
then begin to coordinate with State mental health program direc- 
tors who provide the services and organize the services in the 
State. 

The kind of well-trained, qualified personnel within the Federal 
Government, interacting on a regular basis with the State mental 
health program directors, I think, gives a chance for that coordina- 
tion to occur. 

Mr. Weiss. Can you tell us how the NIMH staffing levels were 
decided when you were there? And what was OMB's role, for exam- 
ple? 

Dr. Frazier. We got FTE lists from OMB, and that was essential- 
ly what we lived v/ith, with occasional exceptions. We also have 
programs without adequately trained, qualified people to run them. 
There are many very fine people at NIMH; don't get me wrong. 
There is just not enough of them. 

I think the problem is the FTE requirements for getting the 
work done in coordinating mental health policy and getting some 
neuroscientists in the Institute to make the programs happen. We 
just don't have enough qualiiied people. I think that's an OMB de- 
termined issue; we had a few exceptions we got from exchanging in 
the agency in the Public Health Service. But that wasn't adequate. 

Mr. Wei'^^s. Yes, Dr. Sharfstein? 

Dr. Sharfstein. Two examples of how NIMH leadership, through 
the excellent staffing, can have an impact on other Federal pro- 
grams. One is the Federal Social Security Disability Program. 
When the program got into major difficulty through the continuing 
disability investigations of 1980 and 1981, it was NIMH staff that 
went over to the Social Security Administration and helped devel- 
op revised criteria for disability determination. 

I think that was a very important leadership role. 

A second example is the NIMH leadership role around research 
and diagnosis-related groups under Medicare: DRGs. The NIMH, 
through the Division of Biometry and Epidemiology, has provided 
extraordinary leadership in providing information on what the 
impact would be on psychiatric patients of the Medicare prospec- 
tive payment system. 

Mr. Weiss. Dr. Kiesler. 

Dr. Kiesler. I would agree with Dr. Sharfstein. 
Mr. Weiss. Throughout the hearings that we have conducted, n..t 
just in relation to this subject, we have constantly run into the sit- 
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uation where 0MB makes determinations either on a strict budget- 
ary basis or, in some instances— and that probably is not the case 
m this situation— on other than scientific or fiscal bases. 

How can NIMH, the example before us now, deal with the kind 
ot restrictive budgetary determinations that 0MB makes? And 
what position were you in, as the head of an agency, to react and 
to try to avert the mandates which vou ot iously feel are, in fact, 
harmful to the work of the aG:ency? What has been your experi- 

Dr. Frazier. It's pretty clear that in the present setup, it is very 
important that one follows the mandate of the agency. And that 
niandate really not determined by the needs of people who are 
sick. Nor IS It determined by service needs in the various communi- 
ties. 

One of the problems has been that CSP and clinical training es- 
sentially are year to year kinds of programs, so that the lack of 
adequate planning in order to have a comprehensive long-term 
view, hampe s the opportunity for providing the kinds of services 
which are needed. 

It is zeroed out of tl.e budget each year. That makes a big differ- 
ence m the planning, knowing what you can do when the Congress 
puts It back. That gives a problem in trying to make an adequate, 
oiiganized, comprehensive plan. Planning doesn't work on a one 
year basis in services. 

It has a long trajectory, and takes more than year to year rein- 
forcement to make long-term plans. So we don't have a long term— 
withm NIMH— a long-term comprehensive plan, mainly because 
we are not allowed to. 

Mr. Weiss. Right. And I guess my question is, how can you fight 
that mside the administration? Fm not talking only about the 
Keagan administration at this point, but inside any administration, 
it seems to me that for the programs you have mentioned. Con- 
gress saw the value of them and refused to accept the determina- 
tion by the 0MB people. 

But in the meantime, as you say, you are hampered because you 
can t plan ahead. You don't know from year to year what the out- 
come IS going to be. What is your capacity to change the opinion or 
judgment of 0MB? What do you do if you can't, and see that the 
mission ihat your ^ency is given simply is undermined and under- 
cut and can t be fulf 'ed because of the kind of mandates that are 
given to you? 

^uH^Vu '^^^^^ several ways it happens. We are thankful 

that there are constituency organizations which advocate for serv- 
ices and needs for services. We are also very thankful that there 
are btate mental health program directors v/ho are organized in a 
reasonable way. They make loud noises, and they also demand 
services and demand plans. 

J^o we have an externally generated demand, which essentially 
provides the greatest impetus for response. The taxpayer supported 
organization does respond to requests from the outside, so that's 
one way that it is addressed in a respectable and a responsible way. 

1 think also that there are knowledgeable people, both withir 
and outside the ADAMHA who do keep in mind the longer term 
plans, so that *hey are not specifically related to one administra- 
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tion, but to the needs of the people. I think that's an important 
contribution in meeting the issue. 

The problem also, up the line, is that there are not very many 
advocates for mental health services within the Department. There 
are not many people you can resonate with up the line, in order to 
understand the plight of the mentally ill. 

Mr. Weiss. Yes. Dr. Kiesler? 

Dr. Kiesler. It I could add to that, this has been a continuing 
problem for decades of course, and has to do with how mental ill- 
ness is perceived by the average citizen. But I have seen surveys, 
for example, that indicate that the prevalence of mental disorders 
is quite similar to the prevalence of physical disorders. And that 
many people have both kinds of disorders. 

Consider the statistic that I quoted, that we recentlv ascertained 
that one-quarter of all hospital days in the United States are for 
mental disorders, and then consider what we invest in research. 
The research budget of NIMH, I think, is around $300 million. The 
research bucket of NIH is $6 or $7 billion. It's a 3-to-l ratio in hos- 
pital days, and a 20-to-l ratio in investment in research regarding 
better treatment for those folks. 

I think we are developing a data base from which we can make a 
more effective case for more research funds, but we are battling 
philosophy, not facts. It is a., approach to the problem that we 
have to fight, and not a cogent counterargument. 

Mr. Weiss. Dr. Frazier, one final point in this area. We constant- 
ly find ourselves in the situation where very respected profession- 
als, such as yourself, either having spent a career within the 
agency, or come in from the outside for a limited period of time, 
are given mandates by 0MB without scientific or expert informa- 
tion, or concern really, but simply budgetary concern. 

Then the professional comes before us, in essence justifying with 
their credibility what has been mandated upon them by nonprofes- 
sionals. Here we are in Congress, taking the information that you 
give us, your information— I'm using the generic you at this 
point— and it often takes us a great deal of effort to uncover the 
fact that it is not really the professional judgment that is being 
given to us, but it is the judgment of the budget staff of 0MB that 
has been given to us. 

How can we get a more forthright presentation of facts so that 
Congress can make the judgments without having to rely on the 
good fortune of having outside people come in and tell us, hey, 
what they've told you is really just not so, and it's inadequate, and 
they've been forced to give you that information? 

Dr. Frazier. I don't think you can expect that the director of an 
institute will violate the orders given to him by his boss, or to her 
by her boss, saying, essentially, that this is the proposal. I think 
you have to understand that there is loyaltv involved. If you play 
on a team, you have to give your loyalty to that team. 

I think it's a problem in vulnerability. I think it's a problem in 
honesty; it's a problem in forth rightness or candor. I found myself 
in a position of being against things on a team that I had been for 
all my life. It's not a reasonable place to be comfortable. 

I think you have to depend on understanding the nature of the 
process. I know you do, and because you understand the process. 



ERLC 



'76 



73 

you understand that it's all right when the budget is growing, but 
when the audget is restricted due to a deficit situation, that 
changes the ball game and changes the rules. This is the first time 
weve really come uy against that kind of situation: When you had 
to pay attention to things bigger than the issue at hand at that 
moment. 

The bigger issue was, what's the limit of available funds within a 
given situation that has been mandated. 

Mr. Weiss. Fm sure that, in the course of the last 10 years, some 
ot those drastic personnel cutbacks that were being referred to 
were considered by the authorizing and/or the appropriating com- 
mittees. There were justifications given as to why it was perfectly 
appropriate to undertake those cutbacks, an^ they were not going 
to harm the quality of the services or research that was going to be 
performed. In fact, the professionals knew that that was just not 
the case at all. 

Yet, here we are, arguing not with the budget cutters, but with 
the professionals, because they are the ones who are before us It is 
just a very difficult process. I appreciate the loyalty to the team, 
but the question that always occurs to me is, what loyalty are you 
expected to appeal to most? Again, the generic you, not the individ- 
ual you. The team that happens to be in charge of the administra- 
tion at the moment, or the team comprised of the people whom vou 
are there to benefit? 

That's the problem that we face constantly, and I know people in 
your position do. 

Mi^mu^,^^'^,^- loyalty, eventually, has to be to the mentally 
111. lhats where the basic loyalty should reside; that's where it 

feel it is ^^^^'^ ^ ^^^^ profession 

If we don't care about them, and we don't stand up for them, we 

are letting down the major reason for our being. 
Mr. Weiss. NIMH clearly focuses its activities on research, in my 

judgment, at the expense of services. Is that a legislative mandate? 
XT .^'^^^f^T P^r^ of ^he mission statement of 

the National Institute of Mental Health and the research mandate 

IS clearly defined, and has always been a part of the mandate of 

the Institute. 

Mr. Weiss. That, in fact, you undertake research. But the kind of 
tocus which, m my judgment, currently at least, seems to be tre- 
mendously out of balance between research and the provision of 
services. ^ 

• Frazier. I don't think it is out of balance; I think that we 
just don t have enough services money. I think we need more re- 
search money. In the first place, we can go on the next 50 years 
doing what we ve always done in services. 

We have a window of opportunity now in the research sector for 
finding causes for mental illnesses, and with that opportunity, we 
need to follow li verv carefully if we're going to take the chance to 
tind that we can make precise diagnoses and have precise interven- 
tions which v/ork. 

^ n ^^'^^n^,^,^^*^ ^ ^^^y important part of our interest in the men- 
tally ill. We need not to just treat symptoms, we need to know 
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causes. To get at causes is the basic thrust of the behavioral sci- 
ences and neuroscientific research. I'm strongly in favor of it. 

Mr. Weiss. Do you believe that the community support program 
is an effective program? 

Dr. Frazier. I believe it is what? 

Mr. Weiss. Is an effective program? 

Dr. Frazier. Yes, sir. It certainly is effective. And everybo^- in 
every State will tell you it is. 

Mr. Weiss. Right. And it has been tremendously diminished? 

Dr. Frazier. Yes, sir. It certainly has. Far too much. 

Mr. Weiss. And the question really is whether, in fact, given the 
limited resources that have been provided or permitted to NIMH, 
there has been an undue fiscal impact and, therefore, progr^.ivi 
impact, on the "community support program? 

Dr. Frazier. I believe it has been undue. 

Mr. Weiss. Do you have any suggestions about where NIMH 
should focus its energy and resources regarding services for the se- 
verely mentally ill? I think you mentioned these demonstration 
projects. Maybe you would like to expand on that a little bit. 

Dr. Frazier. Yes. The demonstration projects, say in a metropoli- 
tan area, big city, or in a small State, would provide a comprehen- 
sive evaluation of the number of people who need the services, find 
the cases, make the interventions, and have organization of all the 
resources among the various agencies coordinated in a central fash- 
ion, for the mentally ill. 

Finding your way through the maze for a normal person is 
almost possible, among these various agencies. A mentally ill 
person is very, very disadvantaged in trying to get the resources 
needed, vhich are very often available. 

The next thing we need to do is to have the services research 
centers operate to determine what is the effectiveness of the inter- 
ventions which are being organized in the demonstration, and what 
are the outcomes, and how do we measure the outcomes. Then we 
need to know how much did each of these things cost, so we can 
study the impact and the eventual cost of such a demonstration of 
maximizing the services new available, and developing new serv- 
ices, and finding the gaps we need to fill. 

Mr. Weiss. Dr. Sharfstein, do you want to add to that? 

Dr. Sharfstein. Mr. Chairman, in terms of the previous question 
on the 0MB. One thing I think the Congress could do is to legislate 
a professional judgment budget that becomes available to the Con- 
gress, and then you could compare that to the 0MB budget. 

If there is a way that you can insist that the professionals sit 
down and give their best professional judgment who are closest to 
the task, you have that in front of you. There is also the adminis- 
tration's budget. Then you can get a sense of what is the priority 
from the point of the buJget people compared to the priority }f the 
professionals. 

Mr. Weiss. It's an intriguing idea. I can't think of any adminis- 
tration—Republican or Democratic — that would be enthusiastic 
about the idea, though. 

Dr. Kiesler, what kinds of evaluation should the Federal Govern- 
ment be funding in order to help States and communities provide 
more cost-effective services? 
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Dr. Kj!2SLer. I think there are three. One is tha\ we have not 
tunded ouicome research. For example, I have a grant from NIMH 
and we are lookmg at a national survey of patients in general hos- 
pitals w>th mental disorders. I can say what their diagnosis was 
and how long they stayed, and how they paid, and what thev were 
referred to. 

But I can't tell you what the effectiveness of the treatment was. I 
can t tell you if they, in fact, went home when they were referred 
home, whether they came back, or anything else. That's a problem 
• .>>at we have avoided. 

We also need to look more closely at the effect of different sys- 
tems of care; the notions of different economic systems within orga- 
nized systems of care; the days of care allowed; and mechanisms of 
care and so forth. We've done ve:y little in that respect. 

That IS a critical issue for public policy, in the sense of what in- 
centives in the total system should you provide to tip the balance 
toward the patient going this way or that way. 

The third is, we need the basic data to provide an evaluation We 
can t compare systems of care or svstems of treatment, unless we 
are following patients, .nless we can .ay what happened to them 
after they left treatment: whether they came back, to whom, and 
at what cost. 

Those three elements, systems of care, outcome evaluation, and 
basic data, are three things that we have not been able to fund 
"^^2 • '^^^^ ''een priorities, and they are expensive. 

Mr. Weiss. Are there any States that you could point to as pro- 
cities? ^''^^^llent services for the severely mentally ill, or any 

Dr. KiESLER. Well, truly excellent is the catch phrase there. No is 
the clear answer. There are some States that do a better job than 
others. I agree with Dr. Pollack that Wisconsin does a very good 
job. Over the last 50 years or so, Wisconsin had one of the smallest 
incidences of mental hospitalization. 

There has been a continuing commitment in that State to keep 
people out of the hospital. One oftht critical w.ays in which I think 
they do it is to c^-annel funds for whole geographical areas to orga- 
nizations under the cont.-ol of professionals. If someone finds a 
more effective, less expensive treatment, thf.fc person saves the 
money to treat yet another person. 

In many cases in our system, and certainly with Medicare and 
Medicaid if you hospitalize someone, it is not in the best interest of 
the hospital to discharge them early. Except under a DRG system, 
they II make more monyy if they keep them longer. 

Somehow, we have to get the savings of the system into the 
hands ot the people making the decisions about which treatment 
the patient is going to have. I think that is the critical element in 
the Wisconsin experience, and is a critical element in soi.>e prwale 
insurance. 

Mr. Weiss. This, I guess, is for all of you. Some administration 
otficiaK= claim that services for the mentally ill are really ^he re- 
sponsihiities of the States. Do you think it is unrealistic to expect 
the Federal Government to do more to help the severely mentally 
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Dr. KiESLER. I think it's absolutely critical that the Federal Gov- 
ernment do more. I don't think one can expect each State to keep 
on the cutting edge of basic research in terms of causes of mental 
illness. I don't think you can expect them to track systems of care. 

I don't think you can expect each State to fund the kind of basic 
data that only makes sense at a national level. I don't think you 
can expect them to develop the system of communication among 
scientists regarding the effectiveness of treatment. 

There's a great deal of sharing to be done, and the Federal role 
has always been critical for the care of the mentally ill; always, as 
far as one can recollect. I share with Steve the disappointment in 
Mr. Pierce's veto in 1354. 

It would have been a vastly different country had that veto not 
occurred. We would not have State mental hospitals, perhaps, 
today. In many respects, they are the system that needs to be 
changed. 

Mr. Weiss. Dr. Sharfs*ein. 

Dr. SHAP.FSTEIN. I agree with what Dr. Kiesler said. I do want to 
say that, in many States, there is a level of expertise and creativity 
that ought to be tapped across State lines. 

In fact, the NIMH Community Support Program largely rests on 
the interchange of information among States as to what works and 
to try to get that going, and new kinds of circumstances, a.id set- 
tings. The Federal role in promoting that kind of exchange among 
States, I think, is quite important. 

Also, I think, it is essential to note that mental health services 
are delivered at the community level. Even if you are talking about 
hospitals, and mostly general hospitals, they are community gener- 
al hospitals. The fltate leadership is important, but the Federal dol- 
lars are often what makes the system go. 

It is going to be, I think, in the future the capacity to integrate 
and coordinate the State programs with the Federal programs at 
tb^ community level that is going to make the difference. The issue 
of developing core service agencies and the capacit)^ to take care of 
the patient over a long period of time, with the right kinds of fi- 
nancial incentive^ but clinical accountability in the local area— 
that's what is going to make the difference. 

Mr. Weiss. Dr. Frazier, is there something you want to add to 
that? 

Dr. Frazier. I was commissioner of mental health and mental re- 
tardation in Texas in the mid-1960's, and I can tell you that there 
are many States which do not have enough systems-oriented 
mental health professionals who understand the nature of develop- 
ing systems which deliver services. 

Some States, like New York State, for instance, has a very large 
cadre of very experienced professionals over a long period of time. 
So they have the professional systems experts who know how to de- 
liver the kinds of innovative services whici: will change a system. 

NIMH essentially has leadership because it has knowledge, and 
it has specialists -vho see the big picture. And who also have a com- 
parative base to look at programs in all 50 States. You can say 
these are inno^^ative programs; they've worked in Wisconsin, 
they've worked in Ohio; we know they aie good. 
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These models, the ones in the States that work, can be trans- 
planted and tried in a number of other States that lack qualified 
professionals and the service systems people. 

I think that is an important part of this national leadership: the 
exchange of information, the exchange of innovative programs 
which are working, ^nd the outcome of research about effective 
programs which have been tried in places which have the staff to 
make it happen. 

If we are g)ing to take care of the mentally ill, w are going to 
have to have some kind of national leadership to provide the infor- 
mation, to communicate ideas, and to keep the process going. Also, 
to have some policymakers thinking, like Chuck, working in the 
process, look at new kinds of policy innovations to be introduced 
within State systems. 

Mr. Weiss. Thank you. Dr. Sharfstein, the public meeting that 
you recall that was held in my district about 10 years ago or so, 
came shortly after I was elected to Congress. I wanted to do it be- 
cause when I was a member of the New York City Council, it was 
apparent to us that the mandate under which deinstitutionaliza- 
tion took place in the State of New York had required a number of 
oor.jnonents. 

Ti y included housing availability within the communities that 
the people who were being deinstitutionalized were being sent to, 
as well as cocial services and/or clinical services, to make sure that 
the people who were being released would have a way of maintain- 
ing themselves medically. 

It was obvious that that simply was not being done, that people 
were being released to the conii.iunities of convenience, not neces- 
sarily communities that the patients had even come from. We were 
trying to see what the rolb of the Federal Government could be, 
and, I guess, encouraging the State government to do a better job 
in relation to the deinstitutionalized. 

I c.m pleased that you remember that experience, although obvi- 
ously with our presence here, things have not necessarily gotten 
better since that time. 

When you were at NIMH, approximately how many staff worked 
in positions related to mental health services, including regional 
staff? 

Dr. S iARFSTEiN. As I mentioned, there were about 100 people in 
the Parklawn Building in Rockvilie that administered the Federal 
programs. There were an additional 30 people in Prince George's 
County that ran a special research program in mental health serv- 
ices. 

There were about 130 total that were part of the Division of 
Mental Health Services in Rockvilie. In the 10 regional offices, 
total, there were about 160 ADAMHA staff that also monitored 
and looked at the Federal programs, principally the Community 
Mental Health Centers Program. 

Mr. Weiss. So that in total, you had about 290 people. 

Dr. Sharfstein. Total would have been about 290 Federal per- 
sonnel. 

Mr. Weiss. Do yon know approximateh how many there are 
today of that 290? 
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Dr. Sharfstein. Yes. Today there are about 35. Almost cli are in 
Rockville. It's an office, it's no longer a division. It i^ias beeiw totally 
reorganized. 

Mr. Weiss. You had an almost 90 percent reduction in persJnnel? 
Dr. Sharfstein. That's correct. 

Mr Weiss. I understand that some of NIMH's resnr --^-Utv, 
such as, the ADM block grant, has changed since 198P tls 
an enormous cut in NIMH staff. From your experi you 

speculate on how difficult it would be for NIMH *o pi . ^der- 

ship regarding services for the mentally ill with so fev/ staff v/ork- 
ing on those programs? 

Dr, Sharfstein. I left my position as Director of Ser vice Pro- 
grams—actuallv, it was on election day, 1980, just a coincidence— 
and it is very clear that .le major 'inpact of such a reduction is the 
loss of expertise at the Federal level that can be used to under- 
stand what is happening across the country. 

Mental health care is different, not only in the 50 States, but in 
many local communities. There are many things that we can learn 
from what's been, I think, a very experimental period of delivery of 
care. There has been an opportunity cosl of the reduction in Feder- 
al expertise and the loss of data. The loss of information, the loss of 
the capacity to conduct research, to find out what is effective, what 
really works. 

I think that has probably been the major cost. The few people 
who are left have exercised, I think, major leadership roles, despite 
the small numbers, for example, in the community support pro- 
gram area. They continue to work, I think, double duty in the con- 
text of the many demands that are put upon them. 

It has, I think, a major impact in our capacity to understand and 
to study what is really going on. 

Mr. Weiss. In one way or another, you've all answered this ques- 
tion, but let me ask it for the record. Should NIMH's role regard- 
ing services for the mentally ill be expanded? 

Dr. Kiesler. Absolutely. 

Dr. Frazier. Absolutely. 

Dr. Sharfstein. I think so. I think that there is an ongoing op- 
portunity to do demonstrations, and to provide for a more effective 
service delivery systems through States and local communities, and 
it is the Federal Government that has not only the resources but 
the capacity to perform the leadership necessary. 

Mr. Weiss. Dr. Frazier. 

Dr. Frazier. Absolutely. Demonstration projects are an adequate 
way to do it. 
Mr. Weiss. Dr. Kiesler. 

Dr. Kiesler. I agree completely, and particularly regarding the 
demonstration projects and looking at the outcomes of different 
methods of treatment. 

Mr. Weiss. Dr.— I mean, Mr. Lightfoot. 

Mr. Lightfoot. Thank you, Mr. Chairman. I appreciate the pro- 
motion. [Laughter.] 

Gentlemen, 1*11 just throw this open to any of you who want to 
respond because you have h?t on something that is interesting from 
a layman's perspective, I won't even pretend to have the expertise 
that any of you have in this particular area. 
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If we can make a quick analogy as to what is happening with a 
lot of the programs, I guess the first real job I ever had ir life was 
as a customer engineer for IBM. If we had a problem with a piece 
of equipment, engineers would make a study and design, and 
decide possibly \that, well, we need to add another 20-thousandths 
clearance, and s ) on and so on. 

The memorai ium would gc out and every machine in the coun- 
try would be c .anged another 20 thousandths, and then it would 
operate correctly, I think we try to do that here rith people pro- 
grams, not realizing that each individual is different, that they 
react differently, and that the causes of what might afflict them 
are different. ITierefore, many l^mes we put together programs 
that are ineffective because we try to come up with one solutic ?or 
every problem, which is not correct. It can't work that way. 

It goes back, I think, to what you were saying earlier. Dr. 
Kiesler,^ as far as the Wisconsin plan with the targeting of the 
funds. Td like to expand upon that a little bit. How can we be more 
effective in targeting funds? Personally, i think that's the direction 
to go; we need to key in on these things. 

They are different. Mr. Weiss, for example, is from New York. 
One reason Fm glad to be on this committee is that he represents a 
very concentrated, urban area. I come from exactly the opposite. 
We both have mentally ill people, but for different causes and in 
different situations. 

Dr. KiESLER. That's a complicated question. Let me say that I 
agree with your analogy with IBM, in going back to the lab to see 
what was wrong with the part, and testing different alternatives to 
get something to work. 

But you also make it work in different circumstances: in the dif- 
ferent humidity of Alabama, and Alaska, and Michigan and so 
forth. So it is not so precise that it only workF in an isolated situa- 
tion but works in a broad variety of circumstances. 

Some of our testimony implies that we should have the money to 
go back to the lab to see what works, so that we can come back and 
make it work somewhere else. There has never been enough sup- 
port m the Congress, perhaps only during John Kennedy's adminis- 
tration in the White House, to try to look at the effectiveness of 
different alternative treatments and systems of treatment. 

It IS only in recent years that we have begun to see some of the 
cc iflicts and problems of competing systems of care. At one point 
i^t^^ spending more money in putting people into the hospital 
with Medicare and Medicaid for mental disorders than we were 
spending at NIMH on the whole community mental health center 
system. 

The broad systems of care need to be disaggregated, as it >-rere, 
and we need to look at which parts of it work best. The analogy 
that you make is exactly the analogy I would make. We need to 
find out what works best, and at what cost, and with whom. And 
not assume that everything we have always philosophically 
thought worked best does work, and not assume that one method of 
treatment IS the best of all, simply because it's the most expensive. 

We need to challenge those bas'' assumptions in the same prag- 
matic, fact-oriented way that you made with your IBM analogy. I 
would agree with that completely. 
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Mr. LiGHTFOOT. How do we do it? 

Dr. KiESLER.^Money is step one. Demonstration projects are im- 
poitant— v;e have a national project that has been going on in the 
treatment of depression, for example. We could have tested the 
costs and effectiveness of analogous treatments there. We could 
look more closely at tht. rffects of systems of care. We are not look- 
ing at private insurance and its effects very much. 

We need to be looking at that. We could go into the existing data 
base and draw out of that much more than we are now doing. The 
private sector" is rapidly gaining in this element, and I think we 
need to take a look at that -♦^o see perhaps what other incentives we 
might offer, or disincentives, for them to do as well as thev can do 
in this situation. 

I have high hopes, persv->nally, for the private sector. The p.'ivate 
sector is very pragmatic. They want to do what works best at least 
cost. There are other issues and problems with the private sector, 
but I don't think we ought to be discouraged. We ought to see what 
they can do. 

These kinds of notions of trying to fund pragmatic research 
about what works best and at what cost, is exactly the message I 
would hammer most heavily in Congress and at NIMH. 

Mr. LiGHTFOOT. Do you other gentlemen have any comments you 
would like to make? 

Dr. Frazier. I agree with that. I think we have to look at what 
has changed in the last two decades, certainly the last decade. The 
treatment of the major mental illnesses is changing rapiJly. If we 
look at the affective disorders, depression, manic-depressive psycho- 
sis, it is very clear that we have a very definitive treatment which 
works. 

The problem we have is that we need to have professionals who 
are trained in the field, especially in the State systems, to recog- 
nize and make the precise diagnosis so that the proper treatment 
can be instituted. 

^ For schizophrenia, we don't have an effective trial at rehabilita- 
cion. We don't have good treatments, we haven't had m^or re- 
search breakthroughs. We have some leads, but it is very clear that 
if we had a m^jor trial at rehabilitation of chronic mentally ill 
schizophrenics, and gave it a real good boost with some funds and 
some beginning evaluations so we would know where they started, 
and then give them the rehabilitation process, expose them to it 
and have them impacted by it, then at the end of the process, 
evaluate the progress that had been mede. 

And then evaluate how much it cosU, from the beginning to the 
end. I think then we would have units of value which would also 
help us in our ability to understand how sick the patients were, 
how acute the illness was, how chronic the illness was, how much 
disability there was, and how much severity and how many people 
units it took to change them. 

That's the kind of titration of the system, adjustment of the 
system, we are going to have to do if we are going to have an effec- 
tive system that is measurable and replicable in other places. 

Dr. Sharfstein. I agree completely with the previous two speak- 
ers. I juGt want to make two points. 
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One is that there is a structure at the NIMH, which is the Feder- 
al agency to conduct the services research and demonstration. 
What is needed now is a renewal of purpose and an influx of 
money. 

I also just want to state that I think there have been very impor- 
tant breakthroughs and we are on the Inreshold of understanding 
mental illness. The fund of basic research into mental disorders 
should not be sacrificed even as there are very pressing leeds to 
figure out what is best for the thousands or hundreds of thousands 
of patients out there in communities who need better treatment. 

The interface between the brain and behavior is finally being un- 
derstood. We ought to be pouring money into that understanding 
the way we have poured money into the understanding of cancer, 
heart disease, and disorders of the immune system. 

Mr. LiGHTFOOT. !s there a good system among all of you, and ev- 
eryone that's involved with the treatment of mental illness, to 
transfer information? If you d'^cover something that is working at 
point A, can that information rapidly be disseminated io point Y or 
Z or X, or anywhere along the scale, or do we need to improve that 
delivery system somehow? 

Dr. Frazier. There are very good continuing educational ven- 
tures which allow the transfer of new information. I attended a 
symposium and ran a symposium at the American Psychiatric As- 
sociation meeting last week in Chicago, and there were 2,000 psy- 
chiatrists in the audience, all trying to find out how to treat treat- 
ment-resistant depression, people who have serious problems, 
people with obsessive-compulsive disorder, which essentially was a 
psychologically disoriented disorder, and has now a biochemical 
and a pharmacologic intervention. 

The ne^v hiformation coming out of ^he research laboratories 
published in the journals is now being taught on a regular basis to 
mental health professit hals by qualified teachers in organizt:;d ven- 
tures, and I think that is an important point, in addition to the 
publications and the books, the seminars, and the regular confer- 
ences. 

Most hospitals have grand rounds and have opportunities for 
education. I know that's true in other fields. 

Dr. Sharfstein. I do think there is tremendous system inertia, 
when you provide a set of information about what might be more 
effective in, for example, the delivery of psychiatric hospital care. 
There have been numerous studies that show that day treatment is 
an effective alternative to inpatient care. Despite this, I think 
there is a tremendous inertia for people to change the way they 
practice, as well as from the pa' -^rs in terms of how they pay Tor 
the care, and we do have a Ion; ay to go in terms of the transfer 
of information to the field. 

Dr. KiESLEH. If I could add to that, some of that inertia is in Fed- 
eral programs and some of it is in the private sector. Some of the 
difficulty in implementing the findings in both day care and other 
forms of alternative care is the lack of coverage in Medicare, Med- 
icaid, and private insurance. Blue Cross/Blue Shield. I testified on 
an experimental study of alternative care that was done by Blue 
Cross/Blue Shield in the Senate a couple of years ago, in which 
they found more effective cate and 40 percent savings. The next 
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day, when I arrived home, I had a call from the vice president of 
Blue Cross/Blue Shield saying, "We never heard of that. What 
study was that?" They had done the right study. It was a very nice 
study, well conceived and analyzed, but it was failing to even affect 
their polLy in the private sector. So we have that same kind of 
problem for us, too. We know how to treat people effectively out- 
side a mental hospital, but we don't have the programs or money 
to make it work. 
Mr. LiGHTFOOT. Dr. Frazier. 

Dr. Frazier. One of NIMH's greatest opportunities and responsi- 
bilities is its convening authority, and it certainly uses it within 
the bounds of its budget. The opportunity for the researchers and 
for the service systems people and for the community support 
people to bring various groups together to communicate with them,, 
transfer the knowledge, give the technical assistance, is a ro^or 
function of the Institute, and I believe it r-^eds to be improved, in- 
creased, enhanced, and better supported financially. There are 
many, many things which can be done, which are limited by the 
present budget. 

Mr. LiGHTFOOT. On the subject of finances, since that seems to 
come to the forefront many times, Fm getting a bit parochial in 
this perspective, I guess. As I mentioned earlier, my friend Mr. 
Weiss and I are from very different areas in terms of concentra- 
tions of population, social pressures and so on. But in a sparsely 
popui'ited area, like rural areas, financing programs becomes much 
more critical because we just simply don't have ^.le tax base and 
the people there to provide mouey for "public programs'' to the 
degree that you would?' in a metropolitan area such as New York or 
Chicago or somewhere, although T realiz^, the demands are differ- 
ent, too. 

Unfortunately, it seems that mental health programs are way 
down on the priority list. However, we are seeing much more 
awareness of mental illness due to the economic pressures that a 
lot of people have been under in our part of the country. It has 
forced people to make their feelings known where in the past they 
tended to be very private, very stiff-backed people. We have even 
had several people contact my office because of a spouse that was 
talkmg about committing suicide. 

What kinds of programs or incentives do we need to put together 
so that residents in those s^parsely populated areas are made aware 
of what is available to them, and how do we reach these folks? 

Dr. Frazier. I have been dealing with that problem all my life, 
since I grew up in Texa There are 254 counties in Texas, and 
many of them don't have any mental health professionals at all, 
an'' none within iOO miles, some places. It is e serious problem. 

It is very clear that the adequacy of mental Health coverage in 
very rural places is probably never going to be met by existing 
means; that is people providing 1 to 1 kind of services. Mobile 
teams don't work because psychiatric services require continuity 
and require repetitive interventions, and also checking on what the 
intervention has done. 

We have tried mobile teams. We have tried in Nebraska to pio- 
neer video consultation from the Nebraska Psychiatric Institute to 
the various State hospitals and the various community mental 
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health centers. That works. There is no question that you can get a 
certain kind of expertise transmitted on a video consultation with a 
live telephone kind of interaction. That's one way to go. 

That doesn't essentially provide enough care in the right places. 
It is clear that the only sufficient way is to bring the people who 
require the care to some regional place, hopefully not longer than 
40 or 50 miles away, where the central group of team providers can 
make a diagnosis, plan an intervention, plan a management pro- 
gram, and organize what needs to be done, and educate the family 
at the same time. That is the only way I know it's going to happen. 
And that means that these taxpayers who are living out in a rural 
area don't have equal access to the kinds of care which the rest of 
the country has. I think that is a serious problem. 

Mr. LiGHTFOOT. Yes^^sir. 

Dr. Sharfstein. Two other aspects Dr. Frazier mentioned in his 
testimony, the potential for payback if the Federal Government 
supports the training of professionals, and clearly through the Na- 
,tional Service C!orps there has been some opportunity for scarce 
ineatal health professionals to work in rural communities. 

The other is that in the Federal Community Mental Health Cen- 
ters Progran* about, as I recall, 25 or 30 percent of the grantees 
were in rura^ areas. That program, which was a regional type of 
program, for the first time attracted psychologists and psychiatrists 
to work in rural areas. It was an organized program. The seed 
money came from the Federal Government, and it was up to the 
States and. local government to continue and maintain those pro- 
grams. But you weren't put into a situation as a provi'^er where 
you were totally just in an office in the middle of a very sparsely 
settled area. There was an organized program, and often that had 
an affiliation with the university. You were tied through telecom- 
munications into tb'^ university. There were a variety of ways of 
sustaining the. competence of those professionals. 

So I do think that ooth in the training and the service area, 
there are things thai can be done from the Federal level. 

Dr. KiESLER. It's been shown in other areas that the use of para- 
professionals with supervision is very effective. One way to deal 
^ith underfunding is to develop a large cadre of paraprofessionals 
that are in contact with a small group of professionals. That should 
help in rural areas as well. 

Mr. LiGHTFOOT. This is one of the biggest problems we have at 
the Federal level, which is our funding formulas where \ve try to 
determine where money goes for everything from. airport improve- 
ments to the JTPA program. We identify where the people are, but 
we don't necessarily identify where the problems are. As a result, 
many times the money goes into areas where it could be much 
better used somewhere else. 

One final question, and again I keep going back to what you said. 
Dr. Kiesler, because it makes surh eminent sense about the Wis- 
consin experience and the targeting of the funds into the aroas 
where things are happening. What can we learn from Wisconsin 
and the, other States that are successful in serving the mentally ill? 
I guess the question is, to be a little more precise, how do we ferret 
out those areas where we are achieving success and then move that 
knowledge into a broader spectrum? 
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Dr. FiESLER. Well, I think a good deal of that work has been 
done, either directly by NIMH or through their grant funds in the 
past. I think we can identify excellent programs. There's a lot of 
work to be done, as has been mentioned, on the economics of 
mental health, and that needs to be worked on better. I think we 
have sufficient experience to extrapolate from the scientific knowl- 
edge, but we don't have the flexibility in^the Federal programs to 
reduce an overall net impact. We do need to look more closely at 
ow can we coordinate existing Federal programs and possibly how 
Ave relate the private sector to those pTograms in order to have the 
maximum impact on particular areas? 

Wisconsin has been a leader all along. That's half the battL -to 
get straight what you are trying to accomplish, and then bring the 
funds together for that purpose. 

But the ccncentralion of funds has been difficult to accomplish in 
the i^ast. The block grant has increased the flexibility of funds, but 
it has decreased the funds so much that the flexibility is less im- 
portant than it otherwise would be. 

Mr. LiGHTFOOT. Unless you have someone respcmsibie for doing 
something, it usually doesn't get done. Should NIMH take up the 
banner and be the leader in this march? 

Dr. KiESLER. I think they should. It is a question of funding, 
though. It would be difficult to see how thoy could switch much of 
their priorities tD get a major effort. It would really have to be en- 
hanced fimding to get a good program going, although I think, 
Shervert, you should address that. 

Dr. Frazier. The problem is in the funding, especially when you 
have limited funds, and you have existing programs. CSontinuation 
of existing prograj \s takes up a vast majority of the funding from 
year to year, and hat means that the programs have a longer life 
than 1 year, and they are over 3 or 4 years, and continuations are 
an important part, and that's how progress is made. So that in 
recent years, there has been a \ery grave shortage of increased 
funding for innovation of new programs. 

Essentially we have beeii limited to providing continuity of the 
existing program which was being reduced by the value of the 
dollar and by the le&.ened funding over time. No question that 
leadership resMes in people, and good leaders can m&'S good 
tl ings happen if they have the resources. So we:.iave to develop 
the people, get them trained, make them available, give them 
enough funds to teach other people how to do it, to put it in prac- 
tice, and it's ?.ll peoph, as you said. 

Mr. LiGHTFOOT. Good. One -of my colleagues made the comment 
the other day that v. hen they died, they hoped they came back as a 
Federal program, because .it was the onl> thing on Earth they 
knew that had eternal life. And that does cause some problems for 
us. Of the programs you mentioned, are {here some that are being 
continued simply because of the bureaucratr process? Would we be 
much better off if they were discontinucJ, and have they outlived 
their usefulness? Should those funds be made availabp3 to tHe pro- 
grams that are necessary and are working? 

Dr. Frazier. NIMH has don^ very well in this particular area. 
They have looked at programs. With the shortage of fund'' and 
with the necessity of looking at every program very critically, 
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there has been kind of znro-based funding, looking at every pro- 
gram initially to be sure it's valid, necessary, working, efficient, 
and really contributing. 

I think it's done a very good job in that respect. I don't see any 
fat in NIMH. I think most of the fat has been excised by various 
techniques and methods. There's a large number of personnel who 
were quite qualified who were cut back in the RIF of 1981, and 
that lost for the Institute some of its best brain power and some of 
its very knowledgeable leadership. 

Since that time I think that has changed a lot of things. It also 
hurt morale over a long period of time. 

Mr. LiGHTFOOT. Gentlemen, thank you all very much. 

Thank you, Mr. Chairman. 

Mr. Weiss. Thank yoii, Mr. Lightfoot. 

Just one foUowup question to the funding problems in the con- 
tinuation of programs. Dr. Frazier, you spent a great deal of atten- 
tion or clinical mental health program, and I think justifiably. 
The fact is that during every year\of this administration, they have 
tned zero that program out, to eliminate it totally, and in fact, 
although they have not achieved tha^, there has been a totci reduc- 
tion in that program by some 85 percent since the year 1980. So, it 
seems at the very time when there is grave need for that program, 
the administration is taking us exactly the opposite way. Right? 

Dr. Frazier. That's true. 

Mr. Weiss. Thank you again very, very much. I appreciate the 
testimony that you have given us, and the good work that you are 
doing. 

The next panel that we will hear from is the Alcohol, Drug 
Aouse, and Mental Health Administration. I am going to ask Dr. 
Joseph Autry, who is the Acting Associate Administrator for Policy 
Coordination in that agency, to come forward, and to join^him. Dr. 
Frank Sullivan, the Acting Director of the National Institute of 
Mental Health. 

Before you make, yourselves comfortable, would you stand and 
raise your right hand? 

Do you affirm that the testimony you are about to give it the 
truth, the whole truth, and nothing but the truth? 

Let the record indicate an affirmative response by each of the 
witnesses. 

STATEMENT OF JOSEPH AUTRY, M.D., ACTING ASSOCIATE AD- 
MINISTRATOR FOR POLICY COORDINATION, ALCOHOL, DRUG 
ABUSE, AND MENTAL HEALTH ADMirviSTRATION, ACCOMPA- 
NIED BY JAME? STOCKDILL, DIRECTOR, DIVISION OF E? UCA- 
TION AND SERVICE SYSTEMS LIAISON, AND CARL TAUBE, 
PH.D., ACTLNG DIRECTOR, DIVISION OF BIOMETRY AND AP- 
PLIED SCIENCES 

Dr. Autry. Mr. Chairman, before we start, we would like to ask 
two other NIMH staff to join us at the table, with your permission. 

Mr. Weiss. Of course. Would you identify them by name? 

Dr. Autry. Mr. Jim StockdiU, the Director of the Division of 
Education and Service Systems Liais a, and Dr. Carl Taube, who is 
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the Acting Directo/ of the Division of Biometry and Applied Sci- 
ences. 

Mr. Weiss. Step forward, gentlemen, and again, please raise your 
right hand. 

Do you affirm that the testimony vou are about to give is the 
truth, the whole truth, and nothing the truth? 

Let the record indicate an affirmative response from the staff 
who are joining us. 

Dr. Autry, I think that we will begin with you, and you can indi- 
cate how the other members of the panel will proceed. 

Dr. Autry. Thank you, Mr. Chairman. 

I am Dr. Joseph Autry, Acting Associate Administrator for 
Policy Coordination. 

Mr. Weiss. Doctor, that microphone is not very strong, so you 
have to speak really loud into it. 

Dr. Autry. OK. The Alcohol, Drug Abuse, and Mental Health 
Administration. 

Let me first apologize for Dr. Ian MacDonald, Administrator of 
the Alcohol^ Drug Abuse, and Mental Health Administration, who 
was originally slated to be here. Dr. MacDonald could not join you 
today due to the fact that there's a meeting of the National Drug 
Policy Board, so he sends his regrets at not being h^re. 

Let me introduce Dr. Frank Sullivan, who is the Acting Director 
of the National Iw itute of Mental Health, and who will be pre- 
senting our testimo-iy today. 

Mr. Weiss. Dr. Sullivan. 

STATEMENT OF FRANK J. SULLIVAN, PH.D., ACTING DIRECTOR, 
NATIONAL INSTITUTE OF MENTAL HEALTH 

Dr. SumvAN. Thank you. I am pleased to have the opportunity 
of appearing before you today to address the issue of the Federal 
role regarding services for the mentally ill. As the Federal entity 
assigned primary responsibility for the mentally ill, the Alcohol, 
Drug Abuse, and Mental Health Administration (ADAMHA), and 
its National Institute of Mental Health, welcome the subcommit- 
tee's oversight. Attention to the serious concern of America's men- 
tally ill citizens is always needed, and we appreciate the opportuni- 
ty to discuss the agency's initiatives on their behalf. 

During any 6-month period, nearly 30 million Americans suffer 
from some form of mental illness that requires professional treat- 
ment. One-and-a-half million Americans suffer from schizophrenic 
disorders, and 300,000 new cases occur each year. More than 9 mil- 
lion Americans suffer from serious depression, manic depression, 
and related depressive disorders. About 30 million, or 15 percent of 
the population, will experience at least one episode of m^jor de- 
pression during their lifetime. Three million children are afflicted 
with autism, childhood depression, ana other serious mental disor- 
ders which interfere with normal development. And we estimate 
that 30 to 3f5 percent of the homeless population suffers from some 
form of mental illness. 

Additionally, nearly a quarter of the elderly who are diagnosed 
as senile actually have a treatable mental illness. The personal and 
social costs of mental illnesses are similar in scope to those for 
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heart disease and cancer, with direct cost of mental illness estimat- 
ed to be $20.9 billion annually. 

Yet only about 20 percent of our mentally ill citizens seek profes- 
sional help. The last several years have seen significant changes in 
the system of care for providing services for the mentally ill, as 
well as promising findings in mental health research. 

Most significant is the move by the majoritv of States to desig- 
nate long-term severely mentally ill persons as tae priority popula- 
tion for funding and services. Up to 70 percent of these clients have 
a primary diagnosis of schizophre lia. 

In addition, a large portion of Federal funds for direct services 
have been consolidated into a single block grant, giving the States 
greater authority and decisionmaking responsibility for the use of 
these funds. 

With regard to the Federal role in serving the mentally ill, we 
have established productive relationships with key components in 
the mental health service delivery system, most particularly the 
State mental health authorities, and have achieved an unprece- 
dented level of cooperation and coordination between NIMH and 
other Federal agencies. 

The Institute s 1987 budget includes $247 million for research, 
$18 million for research training, $15 million for clinical training, 
$15 niilliori for service demonstration programs for severely men- 
tally-ill adults and children, and $10.5 million for protection and 
advocacy for the mentally ill. 

In 19o5, NIMH made research on schizophrenia its No. 1 priori- 
ty, and has made organizational and budgetary changes to support 
that decision. A long-term plan for research on schizophrenia is 
being developed. In fiscal year 1986, the NIMH initiated the De- 
pression Awareness Recognition and Treatment Project (Project 
D/ART), the aim of which is to disseminate information on the etiol- 
ogy, diagnosis, and treatment of depression to general health pro- 
fessionals and mental health professionals and to the general 
public. 

In addition, we are continuing to give high priorivy to mental dis- 
orders of children, adolescents, and the elderly. We are justifiably 
proud of the progress and quality of oar research program, espe- 
cially with r^ard to the causes and treatment of several mental 
illnesses. 

We have significantly increased our efforts for research on schiz- 
ophrenia, Alzheimer's disease, depression, axid most recently, AIDS. 

The Institute's research program is the underpinning of our ef- 
forts to improve the prevention and treatment programs for the 
mentally ill throughout the Nation. Our research program is inte- 
grally related to our efforts at disseminating the best available in- 
formation to scientists, to primary health care providers, to the 
specialty mental health sector, policymakers, and to the American 
public. 

The m^jor share of the Institute's funds and staff are deployed to 
the production and support of our research progr'^m and the causes 
and treatment of the m^'or mental illnesses, including research on 
services-related concerns. 

While the direct responsibility for planning, financing and ad- 
ministering mental health service programs lies with State and 
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local governments and the private sector, the Federal Government 
retains an important role in supporting their efforts. 

We view the NIMH role to be one of national leadership with 
regard to services for mentally ill persons, focused in four major 
areas. 

The first is developing, evaluating and promulgating effective 
service models. The Institute supports a range of mental health 
services development activities, including the funding of service 
demonstrations, technical assistance and knowledge transfer activi- 
ties to States and communities, assistance to improve State and 
mental health services' planning capacity, national evaluation 
studies,- and activities to protect and advocate for the rights of the 
mentally ill. 

By 1985, we had initiated funding of all States, the District of Co- 
lumbia, and territories for a basic State-level strategy Community 
Support Program (CSP) grant. Beginning in 1980, the CSP program 
has emphasized community level demonstrations which target un* 
derserved populations. 

In addition to the adult program, the Child and Adolescent Serv- 
ice System Program (CASSP) is providing funding to 28 States ^ind 
three localities for the development of service systems for severely 
emotionally disturbed children and adolescents. 

These d emonstration proiects are an effective way to test new ap- 
proaches identified through services research. The u'^monstrations 
are being documented and evaluated so that, if the new approaches 
are found to be effective, they can be replicated in other sites and/ 
or adopted by other systems. 

The activities are backed by a range of services, technical assist- 
ance, knowledge transfer, and evaluation activities. We seek to 
identify "best practices" and see that they are widely disseminated 
to other systems for replication in whole or in part. 

In adciition to the service den\onstration and technical assistance 
activities, the Institute is carrying out congressionally mandated 
programs which help States to improve their planning and patient 
protection and advocacy activities. The Institute currently makes 
grants to State protection and advocacy systems on a formula 
grant basis to help protect the mentally ill who are in hospitals or 
in residential facilities, and for 90 days following discharge from 
such facilities. 

Based on Public Law 99-960, the State Mental Health Planning 
Act of 1986, the Institute is currently planning to implement a nt.. 
formula grant program to assist States in the development of State 
comprehensive mental health service plans for the chronically 
mentally ill. 

The second major area of our national leadership role is con- 
cerne^l with disseminating knowledge to mental health practition- 
ers and to administrators. This congressionally mandated role is 
aimed at enhancing the quality and effectiveness of practitioner 
education in the mental health professions and in assisting States 
in the effective utilization of mental health human resources. 

The priority populations for this program are long term, serious- 
ly mentally ill adults, and severely emotionally disturbed children. 

The Federal support over the years has resulted in a national 
training capacity which can continue to function without further 
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Federal subsidies. While the administration's policy is to phase out 
the direct training of clinical practitioners, we remain committed 
to other and more indirect methods of educating mental health 
personnel. 

In addition to these educational activities, the State Human Re- 
source Development Program enhances the capacity of State 
mental health agencies to improve mental health services >y sup- 
porting activities at State and multi-State levels. The program also 
promotes linkages and collaboration between State and community 
health service agencies, on the one hand, and the institutions 
within the State that educate and train mental health personnel 
for the State mental health delivery system. 

The third area of our nationa leadership role concerns the stim- 
ulation of policy discussion. The Institute analyzes and convenes 
State and community officials to discuss major mental health serv- 
ice policy issues, includjag financing. 

The voluntary interaction of a variety of mental health p^-ovid- 
ers, policymakers, consumers, and researchers, in an array of serv- 
ice settings, and the voluntary collection and analysis of data from 
these settings, are important aspects of the translation of knowl- 
edge and putting the knowledge into operation, in this very com- 
plex field. 

The fourth area of our national leadership role relates to the 
conduct of services-related research. A major new thrust for 
ADAMHA is the conduct of studies of economic cost and appropri- 
ate mechanisms of financial coverage. These activities are coordi- 
nated within the Office of the Administrator, in the Office of Fi- 
nancing and Coverage Policy, ADAMHA. Within the NIMH, the 
primary locus for these activities is the Division c ^ Biometry and 
Applied Sciences. 

Over $3 billion is spent annually for the mentally ill as the Fed- 
eral share of Medicaid, Medicare, SSDI, rehabilitation programs, 
and housing and welfare. The public mental health system now is 
implementing major experiments to improve its management ca- 
pacity: case management; competi'Jive contracting for services: per- 
lormance contracting, capitation experiments, and contracting for 
managing of State facilities. NIMtf s research and evaluation ca- 
pacity serve as an appropriate national resource to States and com- 
munities in conducting these experiments. 

The adoption of proven State and local programs is a very cost- 
effective way to maximize the dissemination of research results. 
Over the next 5 years, r. number of demonstration projects will be 
occurring that may enable evaluations of major service system 
changes and interventions. These include an initiative by the 
Robert Wood Johnson Foundation and HUD for reorganizing the 
delivery system for ':he chronically mentally ill in nine cities; the 
Robeft Wood Johnson Foundation Services Development Program, 
to improve access to appropriate services, for this population; 
NIMH-suppovted demonstration projects tar^ Xed at the homeless, 
young adult chronic patients, the elderly and rural populations, 
and HUp demonstrations for transitional housing. 

In addition, the Institute supports the National Mental Health 
Statistics Program to collect data on the entire national mental 
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health system, both public and private, through a longstanding co- 
operative relationship with the States. 

Included in this effort are the mental health statistics improve- 
ment program, which is a developmental and capacity-building pro- 
gram, and the national reporting program, which 's an ongoing 
survey and analysis effort. 

We also support research on antisocial an ' violent behavior, in- 
cluding national surveys of family violence, studies of delinquent 
behavior and drug abuse among youth, and studies of the preva- 
lence of mental illness in jails. We also have an active research 
program on sexual assault, as well as studies of the relationship be- 
tween the Ihw and mental health. 

One of our newest efforts is research on the delivery and financ- 
ing of mental health services, in which we seek to expand the focus 
of the field and to attract health economists to apply their skills to 
the mental health services field. One program is concerned with re- 
search on mental health delivery in primary care settings; another 
is directed at the mental health economics. These programs are ex- 
pected to provide a basis for future policymaking and, as such, rep- 
resent a critical resource to the Nation. 

I have touched only briefly on some of the major service-related 
activities of the National Institute of Ment^il Health. However, I 
have attempted to convey the considerable intellectual and policy- 
related ferment currently underway. ADAMHA and the NIMH 
have always played a major role in the direction of resources to 
current mental health needs. Although our role has shifted in 
recent years due to the increased role played by States and commu- 
nities in meeting lue needs of the severely mentally ill, ADAMHA 
and the NIMH continue to serve in a variety of critical roles, and 
to hold this population'^ concerns uppermost in our mission. 

That concludes my Statement, and I and of-her members of the 
panel will be happy to answer any questions you have. 

Mr. Weiss. Thank you. Dr. Sullivan. 

[The prepared statement of Dr. Sullivan follows:] 
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Mr. Chairman, Members of the Subconvnittee on Human Resources and 
IntcrgovernD»ental Relations, I am Or. Frank Sullivan, Acting Director 
of the National Institute of Mental Health (NIMH) of the Alcohol, Drug 
Abuse and Mental Health Administration (ADAM^A). I am pleased to have 
the opportunity of appearing before you toda^ to addressing the 
Federal role regarding services for the mentally ill. As the Federal 
entity assigned ^rimary responsibility for the mentally ill, ADAWA 
and the National Institute of Mental Health welcome the Subcommittee's 
oversight. Attention to the serious concerns of America's mentally 
ill citizens is always needed, and we appreciate the opportunity to 
discus the Agency's activities in their behalf. We regard our 
national leadership role as a vital relationship between the Federal 
Government end each of America's most vulnerable citizens— the 
severely mentally ill. 

During any 6-month period, nearly 30 million Americans ere suffering 
froci some form of mental Uness that requires professional 
treatment. One and one-half million Americans suffer from 
schizophrenic disorders, and 300,000 new cases occur c4c^ year. More 
than 9 raillion Americans are suffering frca depression, manic 
depression and related depressive disorders. About 30 million (or 15 
percent of the population) will experience at least one episode of 
major depression during their lifetimes. Three million children are 
afflicted with autism, childhood depression, and other serious 
disorders which interfere with normal development. We estimate that 
30-35% of the homeless population suffers from some form of men 1 
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illness. Additionally, nearly one-fourth of the elderly who are 
diagnosed as senile actually have a treatable mental illness. The 
personal and social costs of mental illnesses are similar in scale to 
those for heart disease and cancer, with the direct costs of mental 
illness estimated to be $20.9 billion annually. Yet, only 20 percent 
of our mentally ill citizens seek professional help for themselves. 

The last several years have seen significant changes in the system of 
care providing services for the mentally ill, as well as promising 
findings in mental health research. Most significant is the move by 
the majority of States to designate long-term severely mentally ill 
persons as the priority population for funding and se»'vices. Up to 70 
percent of these clients have primary diagnoses of schizophrenia. In 
addition, a large portion of Federal funds for direct services have 
Deen consolidated into a single Dlock grant, giving the States greater 
authority and decisionmaking responsibilities for the use of these 
funds. 

With regu*d to the Federal role in serving the mentally ill, we have 
established productive relationships with key components in the mental 
health service delivery system— most particularly, the State Mental 
Health Authorities— and have an unprecedented level of cooperation and 
coordination between NIMH and other Federal agencies. 
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The Institute's FY 1987 budget includes $247 mllion for research, $18 
million for research training, $15 ii^illion for Clinical Training, $15 
million for Service Demonstration programs for severely mentally ill 
adults and children, and $10.5 million for Protection and Advocacy. 

In 1985 NIMH made research on schizophrenia its nun;ber one priority 
and made organizational and budgetary changes to support that 
decision. A long-term plan for research on schizophrenia is being 
<»eveloped. In Fiscal Year 1986 mm initiated the Depression 
Awareness, Recognition, and Treatment (D/ART) program to disseminate 
information on the etiology, diagnosis, and treatment of depression to 
general health professionals, mental health professionals, and the 
general public. In addition, we are continuing to give high priority 
to mental disorders of children, adolescents, and the elderly. 
As the States end local communities have increasingly assumed 
responsibility for treatment and rehabilitation of their mentally ill 
citizens, the National Institute of Mental Health has concentrated its 
resources to support the service mission of others In the mental 
health system. A major form of this support is the generation and 
dissemination of knowledge about the fundamental causes and 
efficacious treatments of mental illness. 

We are justifiably proud of the progress and quality of our research 
program, especially with regard to the causes and treatment of several 
mental illnesses. We have significantly increased our research 
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efforts In schizophrenia, Alzheiiner's Disease, depression, and, of 
course. Acquired Inmunodeflclenc^ Syndrome (AIDS). Many exciting and 
Important discoveries have recently emerged from research we have 
conducted. 

New technologies and new findings are creating vastly expanded 
opportunities and heightened prospects for improving our understanding 
of the genetic, biologic, and environmental bases of the major mental 
disorders. Most significantly, the role of brain chemistry and 
genetics In mental Illness is becoming Increasingly clear. Utilizing 
brain imaging techniques which were not even In existence a few years 
ago, we now can more effectively stu6y brain function as well as brain, 
structure. Scientists have, for the first time, a w^ to compare and 
quantify normal and abnormal Drain function and structure in living 
subjects without causing tissue trauma. This holds vast promise for a 
number of research areas, including schizophrenia, AIDS, Alzheimer's 
Disease, manic depression, and mental disorders of childhood and 
adolescence (Including childhood depression and youth suicide). This 
Is an exciting time In research, as scientists make significant 
progress In cracking what has often been called "the last frontier" of 
science— uncierstanding the human mind. 

The Institute's research program Is the underpinning for our efforts 
to improve prevention and treatment programs throughout the nation; it 
Is Integrally related to our efforts at disseminating the best 
available Information to scientists, primary health care proviaers. 
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the specialty mental health sector, policy makers and the American 
public. A major share of the Institute's funds and staff are deployed 
to the production and support of research into the causes and 
treatment of the major mental illnesses, including research on 
services-related concerns. 

While the direct responsibility for planning, financing, and 
a«Jministering mental health service programs lies with State and local 
governments and the private sector, the Federal Government retains an 
Important role in supporting their efforts. The Institute is drawing 
on a long history of stimulating the development of appropriate mental 
healt^ service delivery models. In addition, our staff is 
anticipating and addressing th'' e new mental health problems which 
have and can be expected to surface continuously, such as those 
related to the private and public trage<ty of the AIDS epidemic and the 
suffering of the homeless mentally ill. 

We view the NIMH role to be ore of national leadership with regard to 
services to mentally ill inoividuals, in the following areas: 

0 developing, evaluating, and pron:ul gating effective service 
models; 

0 disseminating knowledge to mental health practitioners and 

administrators; 
0 stimulating serious discussion of critical policy 

developments and issue$; and 
0 conducting services-related research. 
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Although these activities may be undertaken throughout NIMH, the 
primary loci for their accomplishment are the Division of Education 
and Service Systems Liaison (DESSL) and the Division of Biometry and 
Applied Sciences (DBAS). Their activities are discussed below. 

Developing, evaluating, and promulgating effective service models 

We are supporting a range of iriental health services development 
activities. Including the funding of .'service demonstrations, technical 
assistance and knowledge transfer to States and communities, 
assistance to improve State mental health services' planning capacity, 
national evaluation studies, and activities to protect and advocate 
for the rights of the mentally ill within the mental health care 
system. 

By FY 1985, NIMH had Initiated funding all States, the District of 
Columbia, and territories for basic (State-level strategy) grants 
concerning seriously mentally ill adults through the Community Support 
Program (CSP). Beginning in 1986, CSP emphasized community -level 
demonstrations which target underserved populations. The CSP 
demonstration program provides grants to Improve the planning, 
coordination, and delivery of community-based services for: 1) 
homeless; persons with long-term, severe, disabling mental Illness; 2) 
elderly Individuals with long-term, severe, disabling mental Illness; 
and 3) young adults with a combination of mental illness and substance 
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abuse. Special emphasis on women and members of racial and ethnic 
ininc»rity groups within these populations is expected. Graduates of 
the old (SUte-level) CSP can apply for small State Service System 
Improvement Grants which provide technical assistance to community 
organizations to encourage the development of community-based mental 
health programs and to assist in the development of State profiles. 
In addition to the adult program, the Child and Adolescent Service 
Systerfjs Program (CASSP) is providing funding to 28 States and 3 
localities for the development of service systems for severely 
emotionally disturbed cnildren and adolescents. 

These demonstration projects are an effective w^ to test new 
approaches identified through services research. Th^y are being 
documented and evaluated so that if the new approaches are found to be 
effective, they can be replicated in other sites and/or adopted by 
other systems. Most States and communities do not have the fiscal 
resources to develop and test new, alternative services that are 
required by the homeless mentally ill and other special populations 
who are inadequately served by traditional service models. A small 
amount of Federal funds for a community support program demonstration 
in one conrojnity can have a significant multiplier effect in improving 
services across the country. 

To be most effective, the service demonstration activities are backed 
by a range of technical assistance, knowledge transfer and evaluation 
activities. "Best practices" are identified and widely disseminated 
to other systems for replication in whole or in part. 
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NIKH*s Division of Education and Service Systems Liaison employs a 
variety of mechanisms to carry out these activities. DESSL staff has 
worked with all 50 States and the District of Columbia using the 
following technical assistance and knowledge transfer mechanisms and 
products: 

0 staff consultation to individual States and/or community 
programs, 

0 State >tental Health Commissioners Common Concerns Conference 
on major policy issues, 

0 rehabilit. Mon resec^ch and training centers to develop new 
approaches for community-support systems for the seriously 
mentally ill, 

0 workshops to bring together researchers and sv^rvice providers 
in order to disseminate new research findings, 

0 national and regional conferences on major issues, such as 
the needs of the homeless mentally ill and seriously 
emotionally disturbed children, 

0 nfttional technical assistance contracts for other national 
organizations to broker technical assistance and policy 
development. NIMH components have or have had such contracts 
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with the National Association of Counties, Nation?.! Council 
of Community Mental Health Centers, U.S. Conference of 
Maiyors, and the National Conference of State Legislators, and 

0 technical assistance manuals in such areas as child mental 
health service systems and quality assurance activities. 

In addition to the service demonstration and tec^nical assistance 
activities, we are carrying out Congressional ly-mandated activities 
which help States to improve their planning and patient protection and 
advocacy activities. NIMH currently makes grants to State protection 
and advocacy systems on a formula grant basis to help protect the 
mentally ill who are in hospitals or residential facilities and for 90 
d^s following discharge from such facilities. 

Based on p.L. 99-950, the Sttte Mental Health Planning Act of 1986, 
NIMH is currently planning to implement a new formula grant program to 
States to assist in the development of State Comprehensive Mental 
Health Service Plans for the long-term seriously inentally ill, both 
adults and children. All of the above capacity ixiilding efforts are 
an important aspect of the Federal role. 
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Dlssemlnatlng knowledge to mental health practitioners and 
administrators 

Another Congresslonally -mandated role related to mental health service 
programs Is enhancing the quality and effectiveness of practitioner 
education in the mental health professions and assisting States In the 
effective utilization of mental health human resources. The priority 
populations for clinical interventlun are the long-term seriously 
mentally 111 and severely emotionally disturbed children. Within the 
seriously mentally 111 population, special attention Is paid to 
Important subpopulatlons, such as racial and ethnic minorities, the 
homeless mentally ill, and young adults combining serious mental 
illness and substance abuse problems. NIMH Is supporting grants for 
graduate education for mental health professionals to better meet the 
needs of mentally 111 Individuals whose services are funded 
predominately through public tax dollars. This has resulted In a 
national training capacity which can continue to function without 
further Federal subsidies. While the Administration's policy Is to 
phase out the direct training of clinical pract1tJo;iers, we remain 
cofanltted to other, more indirect methods of educating mental health 
personnel . 

In addition to these educational activities, the State Human Resource 
Development Program (SHRD) enhances the capacity of State mental 
health agencies to Improve mental health services by supporting HRD 
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activitles at State and multi-State levels. The program also 
promotes linkages and collaboration between State and community mental 
health service agencies and the institutions that educate and train 
ment^»l health personnel *or the delivery of mental health services. 
State government is generally responsible for licensure, 
certification, and reimbursement policies which affect the deployment 
and utilization of the mental health wtrk force. Through capacity 
building and demonstration grants, the Fedaral Government can play a 
critical role in assisting States to improve these activities. 

Stimulating discussion of policy issues 

The Institute analyzes and convenes State and community officials to 
discuss major mental health service policy Issues, These analytic and 
convening activities help Improve both Federal and State policy and 
legislative development In financing and other areas affecting mental 
health services In the States, The voluntary interaction of a variety 
of mental health providers, policymakers, consumers, and researchers 
in a variety of service settings, and the voluntary collection and 
analysis of data from these settings is an important aspect of the 
translation of knowledge ?.nd the operation in a very complex field. 

These processes perform the valuable functlcn of Informing problem 
Identification and the setting of new research priorities. 



ERIC 




103 



-12- 



Conducting servlces^related research 

A Mjor new thrust for Is the conduct of studies of economic 

costs and appropriate lechanlstis of financial coverage* These 
activities are coordinated Within the Office of Finance and Coverage 
Policy* ADAMHA. The primary locus for the agency's mental health 
studies Is the Division of Biometry and AppHec: Sciences (DBAS)» NIMH. 

Over $3 billion is spent annually as the Federal shsre of Medicaid, 
Medicare, SSDI, rehabilitation programs^ and housing and welfare for 
the mentally 111. The public mental health system Is Implementing 
major experiments to Improve Its management capac1ty--case management* 
competitive contracting for services* performance contracting, 
capitation experiments, and contracting for management of State 
facilities* The NIMH research and evaluation capacity serves a$ an 
appropriate national resource to States and communities conducting 
these experiments. The adoption of proven State and local programs Is 
a very cost-effective way to maximize research results. 

A number of demonstration projects will be occurring over the next 5 
years on a scale that may enable evaluations of major service system 
changes and Interventions. These Include the Robert Wood Johnson 
Foundatlon/HUD program reorganizing the delivery system for the 
chronically mentally 111 In 9 cities; the Robert Wood Johnson 
Foundation's Services Development Program to Improve access to 
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ipproprUte services for this population; mm demonstration proj^ts 
targeted at the yovng adult chronic patient, the homeless mer.tally 
ill, the elderly, and rural populations; HUO's demonstration for 
transitional housing; the Rehabilitation Services Administration's 
;progra» of supported ei^loywent; newly permitted funding of case 
wnagement services by Medicaid and, for ronmunities participating in 
the Robert Wood Johnson j^oundatlon program, the possibility to 
capitate for Medicaid services. 

Among the research issues which need to be addressed by the mental 
health field are: 

specifying and evaluating the system of care; 

evaluating and designing financing systems; 

evaluating the interface between the legal and mental health 

systems; 

specifying service needs of special subgroups of the severely 
mentally ill; 

matching the Individual needs of patients and their families 
with services; and 

assessing effectiveness in actual practice by patient, 
practitioner, and facility Involved, 

NIMH will continue to monitor developments in these areas. 




ERIC 




105 



-14- 

The NIMH Division of Biometry and Applied Sciences (DBAS) Is concerned 
with Improving mental health services for the population at large as 
well as for minorities, victims of violence, and persons who exhibit 
antisocial and violent behavior. Among the services-related research 
activities underway are the following: 

0 The National Mental Health Statistics Program collects data 
on the entire national mental health system, both public and 
private via a longstanding cooperative relationship with the 
States. Included in this effort are the Mental Health 
Statistics Improvement Program which is a developmental and 
capacity building program, and the National Reporting Program 
which is an ongoing survey and analysis program. 

0 Research on antisocial and violent behavior Including 

national surveys on family violence; a stu<ty of delinquent 
behavior and drug use among male and female youth; and a 
stu(|y on the prevalence of mental Illness In a large urban 
jail; an active research program on sexual assault; and 
studies of the relationship between law and mental health. 
Efforts also a'^e underway to explore the problems of violence 
In minority coirmunlties. 

0 The minority research and development centers program 
includes the production of research relevant to minority 
populations, technical assi stance ^ information dissemination 
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and a Visiting Scholars program. Recently, the funding level 
of each Center was raised to $250,000 a year for 5 years. 

0 One of our newest efforts is research on the delivery and 

financing of mental health services which seeks to expand the 
focus of the field and attract health economics experts to 
apply their skills to the mental health services field. One 
program is concerned with research on mental health delivery 
in primary care settings; another is directed at mental 
health economics. These programs are expected to provide the 
basis for future policy making and, as such, represent a 
critical resource to the nation. 

Conclusion 

I have touched only briefly on some of the major service-related 
activities of the National Institute of Mental Health. However, I 
have attempted to convey the considerable intellectual and 
policy-related ferment currently underway. ADAhWA and NIMH have 
alwao^s plao^ed a major role in the direction of resources to current 
mental health needs. Although our role has shifted somewhat in recent 
years, due to the increased role played by the States and communities 
in meeting the needs of the severely mentally 111, ADAMHA and the NIMH 
continue to serve in a variety of critical roles and to hold this 
population's concerns uppermost in our mission. 
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Mr. Weiss. We have a vote on the floor at this time, so we will 
recess for about 10 minutes. 
[Recess taken.] 

Mr. Weiss. The subcommittee is back in session. 

Dr. Sullivan, I understand that most mental health professionals 
like to work with patients and clients who are not severely ill. 
Sometimes these clients are referred to as "the worried well." 

Why is it difficult to persuade new people entering the field to 
work with the most severely mentally ill? 

Dr. SuLUVAN. Over the last 5 to 10 years, there has been a 
changing emphasis, certainly with respect to the programs that the 
Institute has been sponsoring, to better train people to treat severe- 
ly mentally ill persons. 

The question of how the professional work force is balanced and 
stacked up against the range of mental disorders is a complicated 
one. The States are focusing increasingly on the seriously mentally 
ill, and therefore, the professional communities are starting to see 
that this is where there will be needs in the future. We're starting 
to see some turnaround as to where people work and who they 
treat. That's a result of many factors, including personal prefer- 
ences and economic rewards. 

I think it is fair to say that in both research and in services the 
seriously mentally ill are difficult to work with. Researchers find it 
difficult; service providers find it even more difficult. There are 
problems of burnout. There are problems of dealing with the poten- 
tial for disruptive behavior. They are difficult patients with whom 
to work. 

Mr. Weiss. Does NIMH provide incentives for students and new 
professionals to work with the most severely mentally ill? 

Dr. Sullivan. The current clinical training programs are target- 
ed on the seriously mentally ill, on children and adolescents with 
emotional disorders, and now with the homeless. We are trying to 
use the limited educational funds that we have to target on 
those 

Mr. Weiss. How do you do that? 

Dr. Sullivan. Pardon? 

Mr. Weiss. How do you do that? 

Dr. Sullivan. We encourage educators and trainers when they 
submit grant applications to develop relevant curriculums, and to 
provide practical experience for the students dea ing with these 
types of patients. Those are criteria on which we review applica- 
tions. 

Mr. Weiss. And do you also provide stipends, with conditions re- 
garding where people are going to be working, as well as a payback 
arrangement in service contributed after they finish their training? 

Dr. Sullivan. Yes, any trainee who gets a stipend from one of 
our grant awards is required to meet the provisions of the payback 
law. The payback requires service dealing with one of these priori- 
ty populations. There also is a provision for alternative service re- 
lated to teaching and research dealing with these priority popula- 
tions. 

Since the payback law was passed in 1981, just over 5,000 train- 
ees have incurred the payback provision. Over 1,000 of them havo 
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completed and discharged the obligation, and over 15,000 months of 
documented payback service have been recorded in our system. 

Mr. Weiss. For the last 6 years, the President's budget request 
has called for phasing out or terminating the clinical training pro- 
gram. Congress has refused to go along and saves the program 
every year. But the funding levels have dropped, as I indicated in 
questions to Dr. Frazier before, 85 percent since 1980, when infla- 
tion is taken into account. 

What is the current status of the clinical training program? 

Dr. SuLUVAN. The cur^ it status for the clinical training pro- 
gram in 1987 is that v^s? jxpect to spend our budget of about $15 
million, and that our 1988 request calls for that to be phased down, 
with a subsequent phaseout after that. 

That is, unlike the case in 1981, in 1988 the administration is 
making a budget request for the clinical training program. 

Mr. Weiss. But if there's a shortage of mental health profession- 
als who are trained to work with the most severely mentally ill, or 
want to work with them, don't we need training fellowships with 
strict requirements that the trainees pay back their grants by 
working with these patients? Shouldn't that program, if an3^hing, 
be expanded rather than phased out? 

Dr. Sullivan. Well, the administration's stance is that the train- 
ing capacity is basically there. It's now a matter of trying to target 
and to get the currently established training system to focus more 
on these priority populations. For example, one of the programs 
funded through the clinical training authority, the State Human 
Resources Development Program, is demonstrating that the States 
are starting to influence the educational system within their own 
States. We think this is the general direction in which to be going, 
and we want, in the future, to continue to promote that approach. 

Mr. Weiss. But the numbers that you cited for us, the number of 
people who have been trained, and the number of hours, and 
months that have been, in fact, contributed to service on the pay- 
back basis, have all occurred since the administration began its re- 
quest to phase out the program, and to eliminate the program. 

Dr. Sullivan. That's true. 

Mr. Weiss. Right. So, you couldn't make, or the administration 
couldn't make that argument when they first started making re- 
quests for phaseout, because at that time you didn't have all these 
people who have been trained, correct? 

Dr. Sullivan. When the phaseout request was started, which I 
believe was actually back in the early 1970's, there were two main 
sources of concern. One was the appropriateness of a Federal role 
.a providing training support for a segment of health care provid- 
ers, and the second one was the question of whether or not the na- 
tional training capacity had been built, and whether or not the 
level of professionals available m each of the various disciplines re- 
lated to mental health had grown to a point of being generally suf- 
ficient for mental health needs. 

What we're seeing now, as you have pointed out, is the need for 
the Nation to continually target new populations and new needs. 
And we think that the soundest philosophy is to encourage pro- 
grams in the States to do that. 
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Mr. Weiss. The administration's position then is at variance with 
the opinions expressed by the panelists on the last panel, correct? 
Dr. SuLUVAN. Yes. 

Mr. Weiss. And again, taking into account the testimony of Dr. 
Frazier about the problems that ongoing administrators of NIMH, 
or any other program directors for that matter, have in maintain- 
ing loyalty to the team of vi^hich they're a part, vi^ould it be fair to 
suggest that you might not give the same individual response, if 
you were not holding the position that you hold as the administra- 
tion takes on this issue? 

Dr. SuLUVAN. The administration's position is one of encourag- 
ing the States to increase their efforts in mental health training 
and education and to encourage the Institute, through its conven- 
ing and technical assistance programs, to encourage the States to 
direct the 

Mr. Weiss. Right, but how about the adequacy? How about the 
adequacy of personnel? 
Dr. SuLUvAN. Pardon me? 

Mr. Weiss. How about the adequacy of personnel in the field at 
this point, and the desirability of having the Federal Government 
cut back on its commitment to train clinicians in the field? 

Dr. SuLUvAN. With regard to the adequacy of personnel, I think 
the focus ought to be very heavily on the quality and mix of per- 
sonnel rather than on production of personnel per se. 

Mr. Weiss. Well, without pressing you on the issue, it just seems 
to me that we constantly run into this situation. We have people 
who, after they've held the office, tell us how they really were not 
m a position to state their position publicly in opposition to that of 
the team. But at the same time, it puts not only us, but the people 
to whom, I assume, your ultimate loyalty really lies, which is the 
people who require the support, the mentally ill in this instance, in 
a very, very unfortunate position. 

How n^any mental health professionals have been trained to 
work with the homeless mentally ill? Do you know? 

Dr. Sullivan. We have just begun to target some of our educa- 
tional programs on that, and I am not in a position now to give you 
a definite number on that. 

Mr. Weiss. Do any of your support people know? Mr. Stockdill? 

Mr. Stoc!Cdill. We cannot give you a specific number. The 
projects under which some professionals are being trained to work 
with the homeless mentally ill were just initiated in fiscal year 
1986. We could review those projects and try to get a number for 
you. 

Mr. Weiss. I'd appreciate it if you'd submit it for the record. 

[The information requested is in app. 1, p. 188.] 

Mr. Weiss. Are there many professionals trained to work with 
the elderly mentally ill through the NIMH clinical training pro- 
gram? 

Dr. Sullivan. Yes, one of the major focal points of our clinical 
training activity is the elderly, the aged with mental illness and 
emotional problems, and Alzheimer's patients. We've been concen- 
trating in two areas in that arena. One has been on faculty devel- 
opment, figuring that it is a good idea to invest resources in train- 
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ing faculty, which will then have a multiplier effect to increase the 
overall number of practitioners. 

Second, we've been emphasizing postgraduate fellowships in that 
arena. Again, we could provide some specifics for the record as to 
how many people have been trained, in which of the categories, 
and what they're doing now. 

Mr. Weiss. You don t have any of those numbers at hand at this 
point? 

Dr. Sullivan. Not at hand, no. 

[The information requested is in app. 1, p. 188.] 

Mr. Weiss. What do you see as the role of the NIMH in helping 
to assure that there are enough appropriately trained professionals 
to address America's total need for mental health services? 

Dr. Sullivan. Our role is one of providing leadership, by which I 
mean having and developing the capacity and developing needed 
manpower statistics to have a picture of what is going on national- 
ly. We work cooperatively with States and local providers to deter- 
mine their perceptions of their needs and how we can help share 
amongst them effective models in meeting manpower needs at the 
State and local levels. 

Dr. AUTRY. Mr. Chairman,, might I add to that? 

Mr. Weiss. Please. 

Dr. AuTRY. I think, also, as the last panel said, a critical mission 
is our continuing effort in the area of research to improve diagno- 
sis, to improve treatment approaches to specific disorders, and then 
to disseminate those best practices into demonstration programs. 

Mr. Weiss. Dr. Sullivan, your testimony includes some impres- 
sive examples of how NIMH provides a leadership role. What do 
you see as the role of NIMH in improving mental health services, 
and service systems, in the next 2 years? 

Dr. Sullivan. Our role is a very important one, it is one of lead- 
ership, of knowledge, of dissemination, of stimulati^' ^ of carrying 
forward important demonstrations to meet emerging national 
needs. 

As an example, the administration has requested in the 1988 
budget an increase of $5 million for the community support pro- 
gram, for demonstrations aimed at improving services, mental 
health services for the homeless mentally il). 

We feel this is a very important and appropriate Federal role. 
We're looking forward to expanding the CSP program to consider 
the special needs of the homeless. 

I think the important nature of the Federal role is that we pro- 
vide an opportunity to test approaches at the cutting edge, to stim- 
ulate knowledge and then to pass that information on through con- 
ferences, workshops, and meetings— vehicles for exchange among 
people. I think we have a very important and critical role in this 
regard. 

Mr. Weiss. Are there major trends in services i;hat need to be 
analyzed, or are you doing that, will you be doing that? 

Dr. Sullivan. We have a program of data and statistics on the 
overall service system in the country. It is run via a cooperative 
mechanism between NIMH and the States. We've found, I might 
add, that working in this cooperative collaborative relationship has 
been very effective, and that the overall quality of the data volun- 
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tarily supplied by the States is better than data that used to be 
available when reporting was strictly mandatory. 

We have a statistics improvement program which serves as a 
technical assistance vehicle for the Institute in dealing with each 
of the 50 States, through the State coordinators for data and infor- 
mation. 

The trends from these surveys are under analysis, and I might 
ask Dr. Carl Taube if he would comment on some of the major 
issues. 

Dr. Taube. You're familiar, Fm sure, with many of the 

Mr. Weiss. You'll have to bring that microphone very close to 
you. 

Dr. Taube. You're familiar, Vm sure, with many of the trends 
that are occurring in health, and many of these are replicated in 
mental health. The ones that would come to mind would be the 
growth of the private sector which several of the witnesses had 
mentioned, and the increasing management of the public programs 
by increasingly more trained public sector managers who contract 
for services delivery or for management of services. There has been 
varied experience in different States for this; Massachusetts has 
not had a good experience; California has had a good experience, 
and It's important to understand why it works in one State and not 
in another. 

There's the growth of capitation programs, the extension via the 
Federal programs toward capitation from the CHAMPUS program 
to the Medicare program. Medicaid program, and the imolications 
of thi-s for the mentally ill, particularly the chronic patient, are un- 
known. This will be a major trend I think in the 1990's that we'll 
need to pay a lot of attention to. 

Mr. Weiss. Dr. Sullivan, what will the needs be in terms of pro- 
viding grants to States for demonstration projects and evaluation 
of services, disseminating information, and so on? 

Dr. Sullivan. I'm not sure I fully understand the question, Mr. 
Chairman. 

Mr. Weiss. What kind of funding, total funding, will you need in 
terms of providing grants to States? What 

Dr. Sullivan. Well, in 1988, as I mentioned, we are going to 
expand the CSP program by $5 million up to $20 million. We're 
going to be launching this year a $1.2 million rural demonstration 
program aimed at trying to demonstrate and evaluate how to put 
in place a package of mental health services in the rural areas. We 
will be looking to see how these programs develop, what our experi- 
ence is with them, before trying to chart future directions. 

Mr. Weiss. For that rural demonstration program, for example, 
how many programs do you expect to be conducted out of that $1.2 
million? 

Dr. Sullivan. We expect to fund four programs in this current 
fiscal year. 

Mr. Weiss. Currently, the basic community support programs are 
funded right about $125,000 each. Is that right? 

Dr. Sullivan. No, the average size in the community support 
program, Jim, has gone to? 

Mr. Stockdill. The average size of the 
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Mr. Weiss. Bring the microphone closer to you; otherwise we 
won^t hear you. 

Mr. Stockdill. The average size of the demonstration grants 
under the community support program for adults is about $130,000. 
For children, about $150,000. 

I bfclieve the rural demonstrations that you were referring to 
would be much larger. 

Mr. Weiss. About $300,000 for the program, is that right? Be- 
cause it occurred to me that, in fact, you ca*i get very little, and 
you are getting very little, for $125,000, $130,000 a program, and I 
just don't think that the money really achieves very much when 
it's spent in small amounts. And that's why Dr. Frazier was sug- 
gesting these larger demonstration grants running $1 million, $2 
million each, that you could really get a clear demonstration as to 
what can be done at the outpatient level of mental health support 
services, rather than hospitalization, because what you get with the 
small amount of moneys mav be an indication the program doesn't 
work, when, in fact, it can t work because of the amount of re- 
sources that are given to it. 

Would you agree with that? 

Dr SuLUVAN. The question of the adequacy of funding for the 
service component in a demonstration is a very important one. It's 
one with which we grapple all the time— the question of making 
fewer, large grants, as opposed to making more small grants. We 
often find that a grant from the Federal Government serves as a 
stimulus and enables a State to attract within its own system some 
additional funds, and possibly some funds from outside sources. 

Mr. Weiss. Does NIMH provide standards, mandatory or other- 
wise, for specifying the type or quality of patient care provided by 
community mental health centers? 

Dr. SuLUvAN. When the community mental health centers pro- 
gram was started, there was a requirement that each of the pro- 
grams provide a number of essential services. We have suppoitsd 
research and provided technical assistance, over the years, to try to 
operationalize outcome criteria related to each of those services: (a) 
to see that they're in place and (b) to see what their effect is on 
patients. 

There is no "standard," though, of outcome in place now. 

Mr. Weiss. Would you agree that NIMH guidelines or standards 
would be appropriate since the centers receive Federal funds? 

Dr. SuLUvAN. The entire question of standards is important, and 
one that would be worth working on in a collaborative way with 
State and local governments, so that whatever one would develop 
would make sense, both nationally and locally. 

Mr. Weiss. Right. Is tha^ in process? Do you have such a guide- 
line or a standards proposal underway? 

Dr. SuLUvAN. Not in a formal sense. We have a number of ac- 
tivities aimed at: (a) doing research and (b) doing analysis to fur- 
ther specify some of the components of effective programs. 

Dr. AuTRY. Mr. Chairman, may I add to that? 

Mr. Weiss. Yes, Dr. Autry. 

Dr. Autry. It should also be noted that most of the standards set- 
ting in terms of medical care is, in point of fact, a prerogative of 
the State and is handled through professional associations. 
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Mr. Weiss. Would you pull the microphone just a little closer to 
you. 

Dr. AUTRY. Most of the standard setting in terms of clinical care 
IS the prerogative of the State and is handled either by the States 
or through such organizations as the JCAH (the Joint Commission 
for Accreditation of Hospitals). And the Federal G vernment, by 
and large, does not set those sorts of standa^'ds. 

We do, as Dr. Sullivan said, work with the States to try and help 
them develop effective standards. We conduct research on civil 
commitment. We make recommendations for States to consider. 
But that's a joint collaborative venture. 

Mr. Weiss. But Dr. Sullivan suggested that you don't really have 
that^ program underway at this point. The question is when do you 
think that you will have it sufficiently underway so you can say 
when to expect results? 

Dr. AuTRY. There's not underway a formal program, per se. It's 
an ongoing dialog between us and the research community and be- 
tween us and the States. 

Mr. Weiss. Can you tell me something about the staffing at 
NIMH for programs related to services for the mentally ill? Earlier 
this morning we heard that there were approximately 290 staff 
people between the regions and the central staff in 1980, compared 
to 35 today. Does that sound correct? 

Dr. Sullivan. There has been a reduction in the number of staff 
within the Department, both within NIMH and in the regional of- 
fices concerned. 

Mr. Weiss. Are the numbers accurate? 

Dr. Sullivan. In our 1985 reorganization our Division of Educa- 
tion and Service Systems Liaison was staffed out at about 55 
people, so that level of staffing is what we currently have on board 
for that program. 

In addition, we have 54 people assigned to the Division of Biome- 
try and Applied Sciences, which is concerned with statistics and 
health services research. 

Mr. Weiss. No, we're talking about services, and the numbers 
that we have. 

Dr. Sullivan. The 35 figure, I would say, is a bit low, but in the 
ballpark. 

Mr. Weiss. Right. And the 290 figure was accurate? 

Dr. Sullivan. To the best of my knowledge, yes. 

Mr. Weiss. Now, what efforts has NIMH made since 1980 to hire 
new staff with expertise to meet the changing demands of mental 
health services? For example, have you hired experts on the home- 
less mentally ill or community support systems? 

Dr. Sullivan. Since the initiation of the block grant in 1981, the 
composition of our staff has changed considerably. The bulk of our 
staff IS concerned with research programs, either the direct con- 
duct of research, or with program developme^it. 

Mr. Weiss. No, no, I'm talking about services again, service pro- 
grams. 

Dr. Sullivan. In the services area we've added some additional 
staff— two in the homeless area. We have also been diverting staff 
from other areas to cover programs such as the protection and ad- 
vocacy program. 
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Mr. Weiss. But your answer is that you have hired two people to 
deal with the problem of the homeless, is that correct? 

Dr. Sullivan. Specifically, and in addition to some internal staff 
realignments. 

Dr. AuTRY. Mr. Chairman, I m^jht make a clarification here?, and 
that is the block grant is administered cut of the Office of the Ad- 
ministrator, and has some 30 people who handle the administrative 
end of the services component. That number is dov/n due to the de- 
creased requirements in administering that program with a shift of 
the 

Mr. Weiss. Pull the microphone closer or speak up louder be- 
cause we can't hear you. 

Dr. AuTRY. I might add that the block grant is administered in 
the Office of the Administrator of ADAMHA, out of the Office of 
Financing and Coverage Policy. That office has approximately 30 
people who administer the block grant. That number is down from 
the number of people who administered the community mental 
health centers due to the decrease of the administrative burden on 
the Federal Government, and a transfer of that to the States. 

Mr. Weiss. What do those 30 people do? 

Dr. AuTRY. They administer the block grant, and they conduct 
in-house research on finance and coverage. 

Mr. Weiss. By administering the block grant, what do you mean? 

Dr. AuTRY. They review applications from the States to assure 
that the applications are complete; send the money to the States; 
and receive annual reports from the States, synthesize those re- 
ports, and send them in. 

Mr. Weiss. That has nothing to do with services to people direct- 
ly? 

Dr. AuTRY. Not to people directly, but that is in point of fact 
where most of the services money is administered. Most of what 
Dr. Sullivan is talking about is services research and demonstra- 
tions. That is direct people to people, but it's not the old CMHC 
program. 

Mr. Weiss. Well, I know that money ultimately means services, 
but the services that we had spoken about before were direct serv- 
ices which now for the most part are not being provided at all? Is 
that right? 

Dr. Sullivan. That's right. 

Mr. Weiss. What kinds of expertise in the field do the communi- 
ty support program staff have? 

Dr. Sullivan. Fd like to ask Mr. Stockdill to answer that. 

Mr. Stockdill. Mr. Chairman, was the question about the exper- 
tise in NIMH or in the States? 

Mr. Weiss. The kind of expertise of the community support pro- 
gram staff people, your people, NIMH people. 

Mr. Stockdill. We no longer have any regional office staff. In 
our central office staff we have expertise in community systems de- 
velopment. We )iave professional staff in social work, nursing, and 
generalists vfhc work on community systems development. We 
have about eight staff total who work on the adult community sup- 
port program, and six for the child and adolescent service systems 
program, and t' .n other managerial support such as myself. 
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Mr. Weiss. Let me rephrase the question. In your central office, 
how many of the people in the community support program have 
fi^ld expertise? 

Mr. Stockdill. For the adult program I would say three of the 
five professionals and for the children's program, all three of the 
professionals have field experience. 

Mr. Weiss. My information is that there are five to six, that they 
include two social workers and a nurse, but no psychologist, no psy- 
chiatrist, and no one with expertise in psychopharmacology. Is that 
correct? 

Mr. Stockdill. The child and adolescent service systems program 
is headed by a child psychiatrist v ho has a national reputation, 
has worked in the field, does consultation across the country, and 
he is suppc.ced by a person with a doctorate in public health and a 
master's level psychologist. 

Mr. Weiss. How about the adult program? 

Mr. Stockdill. The adult program is headed by a generalist. 

Mr. Weiss. A generalist? 

Mr. Stockdill. Yes. It is headed by a generalist who is supported 
by two social workers, a nurse, and another person with a general- 
ist background. 

Mr. Weiss. Right. Would you think that the quality of work that 
the NIMH does, is able to do, is affected the lack of profession- 
als with field experience? 

Mr. Stockdill. Somewhat, I suppose. In the adult program we 
could use the services of a psychiatrist. WeVe now hired a psychia- 
trist as a consultant who spends some 30 days a year working on 
the community support programs. 

But in direct answer to your question, I think having a psychia- 
trist would help the community support program. 

Mr. Weiss. Right. Would you pull the microphone just a little bit 
closer to you as you respond to questions. 

Dr. Sullivan, in the late 1970's, NIMH brought in professionals 
for 1 to 2 years under the Intergovernmental Personnel Act. These 
professionals, called IPA's, had expertise that enriched the NIMH. 

In the last few years, have any IPA*s or visiting scientists been 
brought in to NIMH to work on the programs that deal wich serv- 
ices for the mentally ill? 

Dr. Sullivan. We have several IPAs on Doard. Fm not sure if 
any are in the service program. 

Carl. 

Mr. Stockdill. We currently do not have any in the services pro- 
gram. WeVe proposing one right now. 
Dr. Sullivan. Dr. Taube. 

Dr. Taube. We have had Dr. Schulberg from Pittsburgh on an 
IPA appointment, working on primary oare and mental health 
services. 

A biostatistician from the School of Public Health in Texas will 
be coming on board hopefully this fall to help in the statistical pro- 
grams. 

Mr. Weiss. Right. But how about for services for the mentally ill? 
Dr. Taube. No, this will be the research side. 
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Mr. Weiss. Mr. Stockdiirs statement was accurate then, that 
there have been none, there are none, for the services for the men- 
tally ill? 

Mr. Stockdill. Just one being proposed right now. 
Mr. Weiss. Right. Pull the microphone closer. 
Mr. Stockdill. One is being proposed at the present time for the 
children's program. 
Mr. Weiss. Right. When was the last time that you had an IPA? 
Mr. Stockdill. 1982. 

Mr. Weiss. Why would you not have reached out for others? 
Mr. SxocKDiLTi. Why would we not have? 

Mr. Weiss. Why haven't you reached out for any others since 
then? 

Mr. Stockdill. In the past, having people under the Intergovern- 
mental Personnel Act has taken FTE full-time equivalent slots; we 
have not had those positions. 

In the last year or so I believe the policy has changed, and it 
does not require a full-time slot to bring someone in under an IPA. 

Dr. Sullivan. We expect the situation to be more flexible in the 
future than it has been in the last couple of years because of 

Mr. Weiss. That FTE requirement, where does that emanate 
from? 

Dr. Sullivan. The agency operates with a ceiling on full-time 
equivalent positions, and the NIMH ceiling is determined within 
the agency. Wv^ have been over ceiling for some time. We have re- 
cently turned the corner with respect to personnel, and have start- 
ed to be able to bring some new people into the Institute in a 
number of program areas. 

In addition, there has been a change in policy with respect to 
whether people brought on board Under the Intergovernmental 
Personnel Act do or don't count as an FTE. Now the interpretation 
is that they don't, so we'll have more flexibility in bringing them 
on in the future. 

Mr. Weiss. In the last few years Congress has enacted new legis- 
lation for mental health services, such as the Protection and Advo- 
cacy Act and the State Mental Health Planning Act of 1986. What 
additional staff or new operating funds were made available at 
NIMH to support these programs? 

Dr. Sullivan. To administer the Protection and Advocacy Pro- 
gram, which is run basically on a formula grant basis, we assigned 
a program specialist. With regard to the State Mental Health Plan- 
ning Act, we have done some initial planning and preparation for 
the legislation, but have not done anything specific about staffing 
it yet, waiting to see what the level approved by the Congress is 
going to be. 

Mr. Weiss. So, in essence, very little has been done so far? 
Dr. Sullivan. True. 

Mr. Weiss. How is it possible for the Protection and Advocacy 
Program to be effectively implemented with only one staff person 
and such limited funds? 

Dr. Sullivan. The main thrust of the program is to dispense 
money to the existing protection and advocacy agencies within 
each of the States. The application process, the review, and the 
management of the awards, really has gone very, very smoothly. It 
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has not been a staff intensive program; that was the intent of the 
Congress. 

The staff person has been working mostly on the technical assist- 
ance activities, bringing the Protection and Advocacy Programs in 
the States together to meet to talk about how they're going to set it 
up, how they re going to set up community boards, et cetera. 

Would you like to expand on that, Jim? 

Mr. Stockdill. Yes. The one staff person is supported by myself 
and others, with some background help, but she has done a heroic 
job over the last year in getting the P&A Program implemented. 

Mr. V/eiss. Is it your impression that, in fact, you aire fulfilling 
the mandate of Congress with regard to these two areas? 

Dr. Sullivan. I would say yes. 

Mr. Weiss. You don't think that you need additional people? 

Dr. SuLUVAN. I think we're able to fulfil! the mandate of the 
program with what we're doing now. Certainly additional resources 
might enrich what we're doing, but we are certainly fulfilling the 
intent of the Congress. 

Mr, Weiss. Most experts believe that at least one-third of the 
homeless are mentally ill. What does NIMH see as its role in rela- 
tion to this national problem? 

^ Dr. Sullivan. Our role is a very critical one. It includes mount- 
ing in the coming year expanded demonstrations in the CSP Pro- 
gram, to demonstrate how programs for the homeless can be put 
into place. 

Our role involves conduct of research in gathering information, 
to get a better handle on the nature of the homeless problem. In 
addition to the estimated one-third of the homeless who have a 
, mental illness, there's another third who are estimated to have a 
serious alcohol problem. There is some overlap between those two 

Copulations, and so the overall estimate is that about a half of the 
omeless population has either a mental illness, or a serious sub- 
stance abuse problem. 

Our role is to find out this kind of information, see that States, 
localities, policymakers, are aware of it, so that their planning, 
their tailoring of programs, their funding of programs, that these 
services will be targeted to help the homeless mentally ill, and the 
homeless who have an alcohol problem. 

We need to share information. We need to make sure that the 
best information is available. 

Mr. Weiss. You're saying, in essence, that as far as vou're con- 
cerned, as far as the Federal Government is concerned, the prob- 
em IS that of the States and the localities. It's not a Federal prob- 
lem. 

Dr. Sullivan. Most programs for the homeless are being run at 
the State, local, and city levels. Our role is one of doing demonstra- 
tions, helping to show what can work, how it can work, and then 
getting that information out to the States and communities who 
have the ultimate responsibility. 

Mr. Weiss, What staff and other resources will HHS make avail- 
able to NIMH to support the mental health provisions of the 
Urgent Relief for the Homeless Act? 

Dr. Sullivan. That is not clear at this moment. As you know, 
there are a number of bills relating to the homeless pending in 
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both Houses of the Congress. We have done some initial planning, 
but would need to see the actual outcome of those bills before we 
see how we're going to carry out the legislation. 

Mr. Weiss. We have a letter dated April 9 from Secretary Bov ^n 
to Senator Byrd, opposing the Urgent Relief for the Homeless Act. 
In it, Secretary Bowen states that new Federal programs for the 
homeless are not necessary, and that existing block grants are suf- 
ficient. 

(The letter referred to is in subcommittee files.] 

Mr. Weiss. In two previous hearings, and in two reports that our 
subcommittee has issued on the topic of the homeless, we have 
found homelessness to be a national problem. The numbers of 
homeless have increased by one-third to one-half in New York City, 
and some other areas, during the past year. 

The National Conference of Mayors has issued reports indicating 
the increase in homelessness of something like 28 percenr a year 
across the country. 

Does NIMH believe that no new programs are needed? 

Dr. Sullivan. We feel that the proposed demonstration programs 
that we're going to mount in 19o8 are certainly needed. We feel 
that the issue of homelessness in the country involves a range of 
concerns extending beyond the mentally ill. This is not to say that 
the mentally ill are probably not among the most vulnerable of the 
hoiTieless population, but to deal effectively with the problem, one 
must consider housing, social supports, and the availability of 
health care, to the full range of the homeless population. 

Mr. Weiss. Right. But you're not involved in those other aspects 
of it. You have enough responsibility dealing with your portion of 
it, and what we're trying to find out is what do you think is 
needed, from your perspective, to deal with this broad national 
problem? 

Dr. Sullivan. I thir^k what is needed are the demonstration pro- 
grams that weVe going to mount in 1988, the continued provision 
.of technical assistance, of convening, of dialoging, of promoting 
''best practices,'' of identifying the elements of a good program of 
mental health services for the homeless mentally Hi including out- 
reach, residential support, alternative services, rehabilitation, in- 
suring access to the already available supports through SSI. 

Mr. We!SS. You don't think that the Federal Government has a 
responsibility to provide some of those services? 

Dr. Sullivan. I think we have a responsibility to demonstrate 
and promote— to demonstrate effective services and to promote 
best practice models. 

Mr. Weiss. By all the people? 

Dr. AUTRY. May I add to that, please? 

Mr. Weiss. Yes, of course. 

Dr. AUTRY. I think the other element that is important is coop- 
eration across all agencies of the Federal Government in trying to 
synthesize their efforts in dealing with what is not only a State 
and local problem, but a national problem. It's the fostering of that 
cooperation, collaboration, to get all of the agencies to work togeth- 
er, that you may be looking for. 

Mr. Weiss. Well, the President at one point created a task force, 
and did NIMH participate in that joint agencies* task force? 
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Dr. Sullivan. NIMH has the lead for our agency within the de- 
partmental task force, and Mr. Stockdill has been one of our repre- 
sentatives. 

Mr. Stockdill. Yes, we have directly participated in the work of 
the task force. 

Mr. Weiss. And when was the last time that the task force met, 
with your participation? 

Mr. Stockdill. Near as I can recall, probably a couple of months 
ago. 

Mr. Weiss. How many times in the last year? 

Mr. Stockdill. Tm not sure— I do not have that information. 

However, there has been a permanent task force staff with which 
we have had ongoing interaction. 

Mr. Weiss. Secretary Bowen also wrote that block grants are nec- 
essary to enable States to have maximum latitude to deal with the 
homeless "because the problems of the homeless are both complex 
and not well understood." 

Perhaps you can help me understand that approach. If the prob- 
lems of the homeless mentally ill are complex, and are not well un- 
derstood, does that justify the Federal Government itself doing 
nothing? Why can't the Federal Government provide leadership in 
finding out what kinds of services are most cost-effective? 

If each State develops independent programs there could be a lot 
of duplication of that effort. What kinds of effort has NIMH made 
to understand the need for the homeless mentally ill? 

Mr. Stockdill. Mr. Chairman, in 1983 we funded six studies that 
were directed at needs assessments in six different communities. 
These were supported with service demonstration funds. We also 
have supported four research projects, partly funded by research 
funds, partly by service demonstration funds. 

Since the original 10 projects, we have funded 14 additional com- 
munities that are currently active. We funded 14 community dem- 
onstrations in 14 different States and communities. And as Dr. Sul- 
livan mentioned, we plan to expand that in fiscal year 1988. 

So we currently have 14 projects that are active. We feel that we 
have demonstrated the kinds of case management services that are 
needed, and in some cases creative outreach approaches; and in 
other cases transitional housing. What hasn't been demonotrated is 
putting all that together into a comprehensive care system. 

Mr. Weiss. Have you disseminated that information to the States 
and the localities? 

Mr. Stockdill. Yes, I think the area in which we've done prob- 
ably done our best dissemination job has to do with the homeless 
mentally ill. We've conducted national meetings and workshops. 
We fund a clearinghouse on the homeless mentally ill that any 
State or community person cm come to for information, and I 
think we've done a very good job in that area. 

Mr. Weiss. I have some questions about mental health care pro- 
vided by Medicare and Medicaid. Although this hearing does not 
focus on those two programs, I'm interested in how NIMH provides 
input regarding mental health services provided through them. I'm 
also interested in your professional views of what needs to be done 
to improve those services. 
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Dr. SuLUVAN. We have several people on our staff who consult 
regularly with HCFA on Medicare and Medicaid, trying to bring to 
their attention issues related to the adequate coverage of care for 
the mentally ill. 

In addition, as Fve mentioned, the Office of the Administrator 
has established a group concerned with overall financing and cov- 
erage policy for mental health, alcoholism, and drug abuse. 

Mr. Weiss. Dr. Autry, do you have anything to add? 

Dr. Autry. No, just to say that we do, in fact, have a group 
which has been very active in working with HCFA. The head of the 
Office for Finance and Coverage Policy was recruited from HCFA, 
so we have very close working ties with them. 

Mr. Weiss. I understand that Medicaid funds are available for 
mental health services under very limited circumstances. For ex- 
ample, nursing home care is reimbursed in nursing homes and in- 
termediate care facilities that do not specialize in serving the men- 
tally ill, but are not reimbursed in facilities that specialize in 
caring for the mentally ill. That means that the approximately 
750,000 psychiatric patients who are in nursing homes are in facili- 
ties that are not designed to care for them. 

I realize that NIMH does ; ot control this situation, but I wonder 
from a treatment point of view does that policy make any sense to 
you? 

Dr. Sullivan. A staff member of ours is working in a very inten- 
sive way on issues related to coverage and care for the elderly and 
for Alzheimer's patients. 

We are in the process of working with HCFA, which is planning 
to mount a large 5 to 10 site demonstration of improved care in 
nursing homes for those patients, and we are working to see that 
there is a significant mental health component as part of that. 

Dr. Taube might want to expand on so^ne of the activities that 
his group has been engaged in with regard to research on services 
for the elderly mentally ill. 

Dr. Taube. We have also worked very closely with the National 
Center for Health Statistics on their surveys for nursing homes to 
look at the issue you raised of the quality of care being provided, 
and I think the current survey that we're in the middle of analyz- 
ing with them will provide some very useful data, to provide some 
program directions for different levels of government. 

We have worked also very closely, as was mentioned by some of 
the earlier witnesses, with the Health Care Financing Administra- 
tion on this whole range of issues in terms of the switch to the pro- 
spective payment system, and how that might impact on psychia- 
try. We took the lead with HCFA to prepare the report to Congress 
on this issue, and have been working very closely with the State 
Medicaid agencies, and with the Medicaid program in HCFA. The 
Robert Wood Johnson nine city program for the chronically men- 
tally ill will be able to provide some very important information on 
the nine cities, and can look at ways of improving the way Medic- 
aid benefits are dispersed, and what kinds of services are paid for 
under Medicaid. I think that will be the major mechanism by 
which we can really see what kinds of changes are both effective 
and economical to be able to implement. 
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Mr. Weiss. I have some other questions, but let me at this point 
yield to Mr. Lightfoot. 

Mr. Lightfoot. Thank you, Mr. Chairman. You have pretty well 
covered the gamut. A couple things though that I would like to ask. 

We were talking a moment ago about cooperating with the 
States. I don't expect you to go through all 50 States but how 
would you rate them as far as their ability to provide community- 
based mental health care services? Are they doing a decent job, 
poor job? Maybe you could cite an example of both positive and 
negative attributes. 

Dr. Sullivan. There's a great deal of variation. As some of the 
previous witnesses indicated, even some of the strongest States do 
not have perfect programs. Certainly coming to mind always are 
Wisconsin, and Ohio, as areas where effective programs are being 
put in place, and where there is a general building of support and 
recognition for the needs of the mentally ill. 

I would hark in back to the earlier testimony by Dr. Davis relat- 
ing to the area of stigma, the awareness of the problem of mental 
illness, and the issues related to mental health in this country. I 
think that public awareness and sustained public support is what 
you will find as a key ingredient in any of the effective programs. 

I would ask if Mr. Stockdill or Dr. Taube would want to highlight 
one or two programs. 

Mr. Stockdill. I think we can cite several States that have made 
tremendous progress in the last few years. I would put the State of 
Oregon in that category. They have as their central system a com- 
munity support system. They have financial incentives to reallo- 
cate funds from institutions to community programs, and they 
have county control of their system. 

I would also say that New Hampshire, Vermont, and Rhode 
Island have made tremendous strides, and have excellent plans for 
redoing their total systems. And Colorado is also, I would say, near 
the top. 

If I had to comment about Iowa, I would say they've had an ex- 
cellent system. It's almost unique in the sense that it's mainly 
county funded up until now, and now those counties have very seri- 
ous financial problems. And I'm not sure which way they're going 
in terms of quality of the future system. 

Mr. Lightfoot. Would it be a fair statement then that those 
States that have tight local control, at least at the county level, 
tend to be more successful than others? 

Mr. Stockdill. If they also have a State financing system that 
provides incentives for them to reallocate resources, such as Ohio is 
planning and is the heart of Wisconsin's system, and Oregon's, yes. 

Mr. Lightfoot. You mentioned earlier that the States have 
gradually worked into community-based programs, particularly in 
Wisconsin and Ohio. The analogy we might make to human beings 
could apply to States as well, that they earn the respect, they don't 
go out and buy it. They have developed programs that people have 
responded to in a positive sort of way. 

If you see a State that's maybe having a very difficult time in 
developing some of their community-based mental health services, 
are you in a position to assist them in any way, and if so, how? 
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Mr. Stockdill. Yes, we are. For example, we frequently hold 
single State workshops. We bring in a group of national consult- 
ants and we bring them together with a group from across the 
State. We usually try to bring together researchers, mental health 
providers, family members, and consumers and try to help them 
both with the substance of their problems, and also with strategic 



We'll be doing that in West Virginia next week, for example. 
Mr. LiGHTFOOT. I basically asked this same question of an earlier 
panel. I don't know if you were in the room; but Fd like to give you 
an opportunity to respond as well. 

There's a University of California study evaluating the alcohol, 
drug abuse, and mental health block grant funding formula. The 
study recommended that the allocation formula might need to be 
changed to provide tor a more equitable distribution of Federal 
block grant funds. 

Again, do you perceive that we have a problem with the funding 
formula and that we're basically identifying large groups of popula- 
tions and not necessarily where the problems lie? 

Dr. Sullivan. There has been a lot of attention paid to the block 
grant formula. The Department wishes to exchange in a dialog 
with the field, and with the Congress, as to what changes need to 
be made. The subject came up in our hearings before Mr. Waxman, 
and we would support a careful look at the current formula, and 
what changes the mental health field and the Congress think 
would make some sense. 

There have been changes in the system since the original formu- 
la was put in place, and most people seem to think that a reassess- 
ment is in order. We have not formulated a position on exactly how 
it should come out. 

Mr. LiGHTFOOT. Is the block grant approach the best direction to 
go? 

Dr. Sullivan. It certainly is an efficient way to get resources 
into the hands of the people who have the primary responsibility. 
As we have strebsed, it s probably not the only way. There is a defi- 
nite role for limited Federal demonstrations. But in terms of pro- 
moting services and systems that are workable, that are tailored to 
local needs, it has many, many, many strong advantages. 

Mr. LiGHTFOOT. Ms. Baxter from Calvary Shelter made a com- 
ment earlier today about one of the people who stayed at the shel- 
ter had had trouble qualifying for SSI. We find in operating a con- 
gressional office that it is not limited strictly to people who are af- 
flicted with mental illness. It affects a lot of people who are trying 
to deal with SSI and other Federal programs. 

We find, too, that women who were reared in the period of time 
when the wife basically stayed home and took care of the kids, and 
who have been widowed, all of a sudden find Social Security and 
other decisions forced upon them. It becomes a very frightening 
and bewildering situation for many of them, and sometimes they 
turn to us for assistance. I view that as one of the roles of our 
office, which is to try to help people work through problems with 
Federal and State agencies. 

The basic point I'm trying to make is that going the block grant 
route, which I happen to favor because I think that the people ac 
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the local level can make better decisions than we can here, elimi- 
nates much of the trauma of going through the paperwork. 

In your opinion, are we improving on the amount of paperwork 
required? Are we making it a little bit easier for those community- 
oriented groups to perform the things that we think they should, or 
would like to nave them do? 

Dr. SuLUVAN. As more good ways of doing it are found and pro- 
mulgated, we are going to make it a little easier. Certainly in the 
Robert Wood Johnson Foundation demonstration program they 
will be looking at some of these very issues: how to make it easier, 
how to coordinate SSDI and Medicare payments, and make it 
easier for the patients and the providers to do that. 

Dr. Sharfstein mentioned earlier a notion about the size of the 
overall Federal stream of funding in proportion to the mentally 
ill — that needs attention. Some solutions that will come out of the 
innovations that are going on can only help, but I think it will be a 
process of needing to recognize the problem, and getting people to 
work on it in a way that makes sense at their level. We can do a 
lot though to show how it can be done. 

Mr. LiGHTFOOT. It might be due to good coverage, but the aware- 
ness of mental illness problems in rural areas has been brought 
mere to the forefront than in the past. 

Are you targeting resources to inform people of mental illness? 

Dr. SuLUVAN. We have a major effort that we are mounting that 
we see as being probably a 5- to 7-year effort in our D7ART pro- 
gram, which refers to depression, awareness, recognition, and treat- 
ment. This is a public education and practitioner education pro- 
gram that*s being funded by direct operations and through our 
clinical training authority. 

The aim of this is to get out the word that depression can be 
treated. The estimates are that some 80 to 90 percent of people 
with serious depression can receive effective treatment, but only 
about a third of them go for treatment. 

So the idea is to make people aware that treatment is available. 
In order to do that, we need to have practitioners more up to speed 
with the fact that over the last 10 years considerable knowledge 
has been generated with respect to the characterization of depres- 
sion, and the most appropriate treatments. 

So we have a job on our hands of educating not only the public 
that they should seek services, but also practitioners as to the 
knowledge base on service efficacy. 

WeVe trying to get out the message that depression can be treat- 
ed. Needless suffering can be prevented. 

We're implementing this program not only through some train- 
ing of practitioners, but also through State and community part- 
nerships where we're working with local mental health associa- 
tions, local chapters of the National Alliance for the Mentally 111. 
WeVe enlisting their members to help get the message out on de- 
pression. 

As I mentioned, we see this as a long-term— 5- to 7-year — project. 
The day is over, if there ever was a day, when somebody could say 
there is an answer to a serious mental disorder. We need to raise 
public awareness. We need to raise practitioner awareness. WeVe 
in the process of building from the research base a level of aware- 
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ness and support for mental health and mental illness that is some- 
what unprecedented 

The extent to which research is verifying a biological, biochemi- 
cal basis, although perhaps not solely, of mental illness demon- 
strates these are real illnesses, real disorders, real problems. That 
can only help to raise public awareness, and hopefully public and 
community support. 

Mr. LiGHTFOOT. Do I understand that you're looking more at pre- 
ventative medicine to some degree by making physicians more re- 
sponsive to that phase of human behavior in which problems occur 
and maybe head off something a lot more serious by detecting it 
early? 

Dr. Sullivan. Yes, in the framework of early detection and early 
treatment as a rubric for prevention, yes. Certainly in the depres- 
sion area. 

Mr. LiGHTFOOT. Better to prevent it than to try and cure it. 

Dr. Sullivan. We don't have a cure. In fact, one of the unfortu- 
nate spinoffs, related to the depression program, is the notion that 
there's a cure. There is a treatment, but it's not a cure. The people 
need continuous treatment. 

You might find it interesting that while it's estimated that per- 
haps 15 percent of the population has a mental disorder of some 
form at seme time in the course of a year, corresponding figures for 
recurring cardiovascular and respiratory illnesses are in the 20 to 
25 percent range. 

Mr. LiGHTFOOT. Thank you very much. Speaking of being depres- 
sive, I think we're supposed to go vote on nerve gas, aren't we? 

Thank you, gentlemen. 

Mr. Weiss. Right. We'll recess for about 10 minutes. Again we'll 
resume after that time. Thank you. 
[Recess taken.] 

Mr. Weiss. The subcommittee is now back in session. 

Dr. Sullivan, I understand that Medicare coverage of mental ill- 
ness is limited to 190 days of inpatient care in a psychiatric hospi- 
tal during the patient's lifetime, although inpatient care on psychi- 
atric wards at general hospitals is not limited at all. 

Does this make sense from the point of view of providing the 
most cost-effective services? 

Dr. Sullivan. This certainly seems to be a direction in the cur- 
rent Medicare policies that would promote inpatient treatment in 
general for the mentally ill. We would hope to talk with HCFA and 
others concerned with reimbursement policies and related issues 
about programs, steps, and activities that might help to rectify that 
situation, to get some of the coverage directed more towards outpa- 
tient care. 

Mr. Weiss. I understand that NIMH is responsible for research 
on the violently mentally ill, including commitment laws and the 
use of the insanity defense. The Antisocial and Violent Behavior 
Branch Office has funded a study involving the State of Washing- 
ton, which changed their commitment law to allow the involuntary 
commitment of patients who are not necessarily dangerous. 
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Researchers found that this caused the mental hospitals to 
become terribly overcrowded, so that services deteriorated. 

I have a letter from the author of that study, which we'll enter 
into the record, without objection. 

[The letter referred to follows:] 
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University of Washington 

Se«tt]c. Wathi&glon M195 



School of Public Health and Community Medicine 



Dep«rtment of Health Servicef . SC-37 
(206) 543-«866 



Honorable Ted Weiss 

Chair. Subeommittee on Human 

Resourees and Intergovernmental Relations 

B372 Rayburn Btdg. 

U^. House of Representatives 

Washington. D.C. 20515 

Dear Representative Weiss: 

I am writing to share information about my ongoing researeh on involuntary eivil 
eommitment with the subcommittee. I am an assoeiate professor at the University of 
Washington. Sehool of Publie Health and Community Medieine in Seattle. I am also 
the Associate Director of the Center for Health Studies, the researeh component of 
Group Health Cooperative of Puget Sound, the largest eonsumer-owned health 
maintenance organization in the United States. My colleague, John Q. LaFond and I 
co-authored an article entitled "The Empirical Consequences and Policy Implicatior.s 
of Broadening the Statutory Criteria for Involuntary Civil Commitment" which was 
recently published in 3 Yale Law and Policy Rev iew 195 noMV We have provided 
your staff with a copy of the article. That article reports the major findings of a five 
year study, funded by the National Institute of Mental Health, of the effeets of 1979 
amendments to Washington's Involuntary Treatment Aet (ITA). 

Washington's Involuntary Treatment Aet was revised In 1979 to make it easier to 
eommit persons considered by mental health professionals to be mentally ill and in 
need of treatment. This was accomplished primarily by expanding the definition of 
'gravely disabled" to permit eommitment of any person considered mentally ill and 
who 'manifests severe deterioration in routine funetioning evidenced by repeated and 
esealating loss of cognitive or volitional control over his or her actions and is not 
receiving such care as is essential for his or her health or safety". With minor 
exceptions, the 1979 ITA did not make significant changes in commitment procedures. 
Our research s. cwed what effects the change in the law had on actual commitments 
for 72 hours or longer and on requests for detentions which came from the community 
(e g.. police, treatment personnel, families. ete>). 

Our work showed that broadeolns lavoluotary commttmeot laws did nfll protect the 
community from dangerous people and It did asi solve problems of homelessness. 
Instead, It vynlffd precious resources and It created a dependency on tht Involuntary 
comraitment system that brought people back to It again and again. 
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Expansion of the eommitment law brought a very Urge number of new people into the 
involuntary commitment system. Washington exoerienced a 91% increase in state 
hospital admissions during the first year following the 1979 expansion of commitment 
authority. This rapid expansion of the commitment system resulted in several 
significant changes. 

• VOLUNTARY PATIENTS DISAPPEARED. Voluntary patients, the natients 
for whom the most good can be done because of their willingness to be treated, 
virtually disappeared from the treatment system. 

• RESOURCE DEMANDS EXPLODED. System costs surpassed even the most 
generous predictions. Washington State saw a 62% increase in the 
administrative costs alone (e.g^ investigation time, court time, transportation, 
etc) and enormous increases in hospital (clinical) costs associated with 
commitment. That expansion of the commitment system will be permanent, 
overwhelming the budget and treatment capacities. 

The Washington State hospital system now represents the worst of both worlds: it 
excludes from tnpitient tfM!ment patients who voluntarily seek treatment and 
provides inadequate treatment for those patients who are commited for treatment 
against their will because funding and therapeutic resources are spread too thin. 

• LEGAL PROBLEMS DEVELOPED. The increased involuntary commitment 
caseload required increased public attorney staffing, more petitions, more 
informal and formal hearings, and more judges. Legal problems began to 
surface as a Result of OVERCROWDING. Washington state's la'gest hospital 
became so crowded that people were (and still are) being housed in crowded 
rooms and in hallways. These conditions are ripe for patient lawsuits 
demanding treatment for which people have been involuntarily detained. 

• LAWSUITS WERE FILED. More legal problems developed when overcrowding 
at the major Washington state hospital became so severe that the hospital 
established a 'cap* on admissions at 90% of their bed capacity. The cap 
frustrated Washington's county-based mental health officials who could no 
longer send committed patients to the state hospital; they sued and won an 
injunction that forced the state hospital to take all involuntary patients sent by 
the counties, regardle^ of the «v«ilahle bed space. 

• THE STATE ASSUMED LIABILITY FOR RELEASE. Expanded commitment 
authority means incrcasgf* einft^ire to civil liability for clinicians, hospitals 
and the state which will likely result in higher insurance premiums and 
additional lawsuits and judgements. The Washington Supreme Court held (in 
Petcragn v. Siialc lOO Wn.2d. 421. 671 P.2d 230). that the state and its mental 
health professionals can be held financially responsible if they are grossly 
negligent in releasing or failing to commir someone who is mentally ill and 
dangerous and then harms anybody. |Thc award for Peterson was $2SO.00O for 
injuries received by the plaintiff in an automobile accident.) This important 
case emphasizes the RISK OF LIABILITY that may be imposed on public 
institutions when they release a person from ^tate authority who goes on to 
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commit a crime, or otherwise causes harm. Expanded commitment laws make 
commitment easier, while cases such as Peterson make release risky, thus 
balloonius hospital caseloads. All systems make mistakes; a more inclusive 
system doesn't Insure against mistakes. It only creates a larger population of 
mentally ill patients. 

• PEOPLE BECAME MORE DEPENDENT ON HOSPITALIZATION. In 
Washington, expanded commitment authority made people dependent on 
hospitalization who had never been hospitalized berore, creating a new 
popuUtion or 'chronically mentally ill* people. 

Beyond the empirical Tindings in Washington, psychiatrists and other mental health 
professionals CANNOT RELIABLY PREDICT DANGEROUSNESS. Expanding civil 
commitment laws increases costs without assuring prevention of tragedies Uke the 
widely publicized Sylvia Stegrht incident in Pennsylvania or the Staton Island Ferry 
murders, TOUGH CASES MAKE BAD LAW. The best System in the world won't 
reach everyone. The questions is *How do wc make a law that helps as many people as 
possible within the budget constraints that will remain with us into the future?* 

When working with states around the U^. which are considering expansion of their 
civil commitment laws, wc recommend the following: 

• States should not expand involuntary commitment. They should work within 
the involuntary commitment law that they hav to provide communitybased 
services that have been shown to be as effective and less costly than hospital- 
based care. 

• State and local authorities need to provide better training for mental health 
professionals (including the police) on commitment laws, when and how to use 
them, and when and whtre to locate resources other than hoipitals. 

• States need to consider the possibility that they do not need new laws but that 
they need to improve the implementation of their current laws. 

If I can answer questions regarding our research, please do not hesitate to contact me. 



Sincerely, 




Mary L. Durham, Ph.D. 
Associate Professor 
(206) 326-4437 
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Mr. Weiss. How does NIMH make that kind of information avail- 
able to other States that may be considering similar changes in 
their legislation? 

Dr. Sullivan. We discuss, have a dialog and interact with the 
field in a number of ways. One is through conferences and work- 
shops to promote the results of research, including natural experi- 
ments, such as this one. 

In addition, we support research directly on this problem. We're 
now supporting a project looking at the Oregon system, which has 
set up an independent five-person State-level board, composed of a 
psychiatrist, psychologist, lawyer, citizen advocate, and someone 
with a parole background. 

So we're supporting research on how the different States are 
handling this. In addition to having meetings, conferences, and 
workshops on these topics, we are seeking to continue publishing 
manuscripts, documents, and other materials, as resources for 
those involved in all of these very complicated forensic issues. 

As you know, each of the States has their own civil commitment 
law as relates to the mentally ill, and there has been a great deal 
of interest and variation in this area in the last couple of years. 

Mr. Weiss. I understand that the professional staff in the Antiso- 
cial and Violent Behavior Branch has been cut almost 50 percent 
since 1980. There are only four professional staff people working in 
that branch now. Is that correct? 

Dr. Sullivan. That sounds correct to me. 

Dr. Taube, is that correct? 

Dr. Taube. That's correct. There are mr professionals and two 
secretaries at the moment. 
Mr, Weiss. All right. Thank you. 

NIMH used to have a National Center for the Prevention and 
Control of Rape. I understand that the responsibilities of that 
center are now also included in the Antisocial and Violent Behav- 
ior Branch. 

Did the Antisocial and Violent Behavior Branch get the staff 
from the National Center for the Prevention and Control of Rape? 

Dr. Taube. In the reorganization there were one or two of those 
positions that were supposed to move as part of the organization. 
The individuals involved opted to choose other positions. 

Mr. Weiss. The answer is no, right? 

Dr. Taube. That's correct. But 

Mr. Weiss. OK. Did they get any additional staff or funds to deal 
with the problem? The answer to that is no also, isn't that correct? 

Dr. Sullivan. With respect to staff, it's no. With respect to fund- 
ing for research in that area, the budget for that branch increased 
from $7.4 million in 1986 to $9.4 million in 1S87. 

As a matter of fact, the overall budget increase for research in 
the Institute was 17.5 percent. We increased the budget for the 
Antisocial and Violent Behavior Program by 26 percent. So we 
have expanded our support for research on this range of concerns. 

Mr. Weiss. I understand that a few years ago evaluations of the 
community support program indicated that it had helped to cut 
down the number of psychiatric hospitalizations of program partici- 
pants, and that for every Federal dollar cpent, $18 was spent by 
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State, local, and private sources to assist in providing these serv- 
ices. That sounds like an excellent record. 

What kind of evaluations have been done in the last 2 years? 

Mr. Stockdill. In the last 3 years an evaluation has been going 
on in selected sites rejgarding the impact of the community support 
systenis. They're finding that a greatly expanded number of people 
are being reached. There's continuing to be a reduction in hospital- 
ization in those sites that do have community support systems, and 
generally a higher ouality of life. 

This evaluation has been directed at developing methodology 
that each State can use to evaluate their own efforts, and that 
methodology is being disseminated to all the States. 

Mr. Weiss. Do the community support program grants usually 
include funds for evaluation? 

Mr. Stockdill. No, the evaluation funds are provided separately 
out of direct operations funds. 

Mr. Weiss. But you just said that that's only being done in selec- 
tive sites, right? 

Mr. Stockdill. That's right. 

Mr. Weiss. For the past fevir years there has been a 1-percent set- 
aside for the NIMH evaluation of services, including but not limit- 
ed to the community support grants. That doesn't seem like much 
money, but what has happened to that set-aside? 

Mr. Stockdill. Are you talking about the total set-aside for 

Mr. Weiss. For NIMH evaluations of services, including but not 
limited to community support grants. 

Mr. Stockdill. There's a variety of projects going on. I can only 
speak to those that relate to the community support systems. 

We are using some parts of that money to evaluate our homeless 
demonstrations. Another study will be directed at evaluation of our 
demonstrations of improved services to the elderly. 

We have three new projects this year that will look at those spe- 
cific demonstrations. 

Dr. AuTRY. May I speak to that also, Mr. Chairman? 

Mr. Weiss. Please. 

Dr. AuTRY. The 1 percent evaluation tap is not all maintained by 
the Institute. Part of that money is taken back by the Department 
and by PHS, the Public Health Service, to fund a variety of evalua- 
tion activitfes having to do with the Department's programs also. 

The money that is maintained at the agency level, or the Insti- 
tute level, is either used for evaluation activities, or goes back into 
the individual program budgets from which it began if it's not all 
used. 

Mr. ^yEISS. So that what you're sayin?r is that a significant por- 
tion of it is taken away by other agenci^j to begin with, and then 
what remains isn't even used for the purpose that it was originally 
set aside for? 

Dr. AuTRY. That's correct. Approximately half of it goes back to 
PHS or the Department, but it is either used for program evalua- 
tion or is returned to the appropriate program budget. 

Mr. Weiss. We heard testimony this morning about St. Eliza- 
beth s Hospital, which has been under Federal jurisdiction for 
years, and will be transferred to the District Government in Octo- 
ber. We heard that St. Elizabeth's patients are often released with 
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nowhere to go except shelters for the homeless. How does the Fed- 
eral Government explain or justify that? 

Dr. SuLUVAN. One of the advantages of transferring responsibil- 
ity for the hospital to the District in compliance with the congres- 
sional bill to that effect is expected to be better integration of the 
inpatient and outpatient aspects of the system. 

Mr. Weiss. I know, but given the current situation -and given the 
Federal Government's responsibility, the question i« how does the 
Federal Government currently justify its system of pushing people 
out of a Federal facility into sheltersY 

Dr. SuixivAN. I thmk that there's no question that everyone 
would agree that there needs to be a stronger and more compre- 
hensive community-based system in the District, and we neea to 
make improvements in that. 

Mr. Weiss. Well, that concludes my prepared questions. There 
are a couple of statistical questions we asked which you'll submit 
information on, and I will submit several additional questions to 
you. 

Shese questions and responses are in app. 1, p, 161.] 
r. Weiss. In closing, I must say that it always presents a prob- 
lem to me, and ^ tried to establish to Dr. Frazier, that you folks are 
expected to come here and justify whatever deprivations are forced 
upon you by people who know not, or care not, about the programs 
that you are expected to administer and undertake. 

And I can understand their position, that is, their acting out of 
no knowledge. What I don't understand is your willingness to, in 
fact, support those positions when I assume that you don't agree 
with them. And if you do agree with them, then I suspect that 
you're in the wrong business. 

I thank you very much for your participation, and I hope that 
you would recognize in your work that the whole country really is 
depending on what you guys are doing. The homelessness problem 
is growing by leaps and bounds. Mental health problems are very 
prevalent— you've testified to that. 

^ And yet, we have the Federal Government either taking the posi- 
tion that it ain't our problem, it belongs to the States or localities, 
or drawing back to a very significant extent from even the limited 
role that it had been playing up to this point. 

And I don't think that really is a fair, appropriate way for the 
Federal Government to be reacting, and in this instance, the Feder- 
al Government is you. 

Thank you very, very much for your testimony. 

I'd like now to welcome our final panel and to express my apolo- 

§ies and appreciation to them for having had to persevere through 
(lis entire morning.- 

The panel is composed of Dr. Richard Surles, administrator. 
Office of Mental Health/Mental Retardation, City of Philadelphia 
Health Department; and Ms. Martha Knisley, deputy director, 
Ohio Department of Mental Health. Dr. Robert Washington, Acting 
Administrator for the Washington, DC, Mental Health Services Ad- 
ministration, was scheduled to join this panel, but unfortunately is 
unable to join us. 

[Dr. Washington's prepared statement and his responses to ques- 
tions submitted to him appear in app. 2, p. 202.] 
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Mr. Weiss. First, let me swear you in. 

Do you affirm that the testimony you are about to give is the 
truth, the whole truth, and nothing but the truth? 

Lef the record reflect that both of the witnesses answered in the 
afTirmative. 

Again, I thank you for joining us. Ms. Knisley, I understand you 
had to change your scheduie twice. My apologies. 
Dr. Surk^; 

STATEMENT OF RICHARD J. SURLES. PH.D., ADMINISTRATOR, 
OFFICE OF MENTAL HEALTH/MENTAL RETARDATION, CITY OF 
PHILADELPHIA HEALTH DEPARTMENT 

Dr. SuRLES. Yes. I am Richard Suries, the administrator of 
mental health for the city of Philadelphia. Mr. Chairman, I would 
like to thank you very much for inviting me to testify. 

Tve been the administrator of mental health in the city of Phila- 
delphia for the last 5 years. Before that, I was a State commission- 
er for mental health in Vermont and previous to that, the deputy 
commissioner in North Carolina. Currently, I'm the administrator 
of a mental health system in a city of 1.7 niillion people of which 
about 55,000 yeople a year use the public -mental system in Phila- 
delphia. Our estimate is that at least 18,000 of those would be clas- 
sified as seriously or chronically mentally ill. 

We are one of the nine Kobert Wood Johnson cities that has been 
referred to in previous testimony today and have been in the last 
several years attempting to undertake major changes in wh ^i we 
ourselves viewed as a failed public mental health system. 

The city itself has for the first time in its history, put major city 
dollars into services that previously were viewed as the responsibil- 
ity of State and Federal Government. Most of our funding today is 
State funds. We receive a small amount of Federal funds and a sig- 
nificant amount of city funds. 

The city funds came about primarily in the recognition that in 
the last 4 to 5 years, we had experienced some serious and unex- 
pected changes m presenting problems of the seriously mentally ill. 
In terms of trying to describe those changes, I've identified three 
major groups who were requiring services, a number of which have 
already been referred to in previous testimony. 

First, we have seen a dramatic increase in the homeless chron- 
ically mentally ill. Prior to 1978, persons on my staff indicate there 
were very few mentally ill on the streets of Philadelphia. Since 
that time, we have experienced a major increase in homelessness. 
In the early 1980's, most of that population were older and many of 
them were former State mental hospital patients. The group that 
we see today are younger and frequently combine both mental ill- 
ness and substance abuse. 

Second, we have also experienced a very dramatic increase in the 
use of psychiatric emergency services. The city mental health au- 
thority operates through contracts, seven 24-hour-a-day psychiatric 
emergency rooms, five of which are in general hospitals. In 1983, 
we had 19,000 admissions to those emergency services. Last year, 
31,000. Among those persons, the vast majority are under 35 years 
of age. Most fit the profile of what some describe as the young 
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chronically mentally ill. Most are single. Almost all are unem- 
ployed and a surprising number are living with their own families. 

Sometimes disappointingly, we find those persons are well known 
in the mental health system but the existing organization services 
does not serve that ^oup of patients well. 

The third population is children. We have experienced a fourfold 
increase since 1983 in the number of young children presenting for 
psychiatric emergency services. Many of those children come from 
the child welfare system; about half of all the admissions are in 
some form of protective custody with child welfare. The vast major- 
ity of those children coming to psychiatric emergency services 
present, in part, because of family violence or suicide attempts. 

One of the things that is becoming clear to us, even though the 
research is at its infancy, is that many of those children come to be 
the young mentally ill adults; thus, the next generation of mental- 
ly ill persons is now appearing through the mental health crisis 
system. 

Also disappointingly, the age of persons presenting is dropping. 
Two or three years ago, seeing a 9- or 10-year-old in an emergency 
room would have been rare. It is no longer rare. 

The thing that is fascinating to me in terms of listening to the 
previous testimony is we all recognize there is a budget crunch but 
I for one as an urban administrator have beea watching a great 
deal of Federal money and State money and local money being 
spent on public mental health services, but being spent poorly and 
frequently in the wrong places. 

The problem around the population that you have been discuss- 
ing, the group that I describe as the seriously mentally ill, is that 
the traditional mental health services do not serve them well. In 
general, the seriously mentally ill have special mental health treatr 
ment needs, requiring extraordinary effort, which simply do not fit 
into the traditional %rief therapy modality of the mental health 
outpatient system. Nor are acute hospitals a viable treatment 
option for many of the most seriously mentally ill. 

Many of the most seriously mentally ill make extensive use of 
the acute care hospital system in the city. Again, that service is 
paid through the Medicaid program. Patients cycle in and out, 
coming in, staying 20 days, going home for 3 weeks, cycling back 
in. 

All three of these populations of seriously mentally ill require 
significantly more than traditional mental health therapy. In 
almost all cases, these populations require assistance with housing, 
health care, and income maintenance. Once some stability has 
been returned to the life of the patient, rehabilitation services and 
an opportunity for meaningful work and activity are also required. 

In order for services to be effective, especially for these most in 
need patients, special attention is required to arrange and coordi- 
nate services. Federal recognition of need and some new initiatives 
have begun. Most promising was congressional actions in 1985 that 
permitted the States to alter the State Medicaiu plan to permit 
case management services for Medicaid recipients who required co- 
ordinated services. 

Again this morning, illusion was made to the need and impor- 
tance of the single case manager. Within the changes to the Medi- 
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caid program, there has been an effort to address that issue. 

The major recommendation I make is that there is a need to rec- 
ognize these special populations, and unlike many of* the other 
public pioblems, there are significant public expenditures available 
for the seriously mentally ill. They are fragmented, uncoordinated, 
and disorganized. From a local point of view, the serious need for 
assistance at a Federal level to coordinate the Federal initiatives 
and the Federal programs in relationship with State government, I, 
for one, as a local administrator can see some optimism, but I 
cannot see much optimism as long as we have the discoordinated 
competing sources of Federal and State funds and the fragmenta- 
tion of an approach to this most needy population that currently 
exists. 

[The prepared statement of Dr. Surles follows:] 
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The topic be£ore the Subcommittee, Services for the Mentally ill, is 
both broad and complex. Estimates o£ those experiencing episodes o£ 
mental illness in the American population ranges into many millions, 
but most episodes are brief and most persons return to a normal 
pattern of living after short, term treatment. Within the overall 
category of the mentally ill are sub-populations of persons with 
very serious mental illnesses which I believe require the special 
attention of Congref;s. These special populations include 1} the 
mentally ill among the homeless; .2) young, mentally ill persons who 
repeatedly utilize acute hospital and psychiatric emergency services 
and 3) children, especially the abused and neglected, who present 
under emergency conditions for psychiatric hospitalization. There 
are other groups who also require special attention, including the 
elderly cultural minorities, forensic patients and patients in state 
psychiatric hospitals. 

My recommendation for focusing only upon the three priority groups 
(the homeless, mentally ill young persons, and children) is based 
upon two primary factors. First, I believe the American public is 
becoming increasingly impatient with government for failing to 
respond adequately to the very visible problems of the mentally ill 
on the streets and to news accounts of multiple suicide attempts and 
violence among the young. Second, many members of the priority 
population I have indicated are already using significant tax 
resources - especially through psychiatric inpatient hospitalization 
funded under the Federal Medicaid Program. . ' 

The plight of homeless mentally ill persons is clearly the most 
visible problem. Estimates of the mentally ill among the homeless 
generally range between 25 - 35% of all homeless persons, while 
many of these mentally ill persons are former state hospital 
patients, many of these persons have not ever been hospitalized in a 
state facility. Mosu have had multiple, short-term or episodic 
contacts with mental health services and most are fearful of 
traditional mental health programs. 

Among the young, mentally ill, is a sub-category of seriously 
mentally ill young adults who, prior to the mid-1970*s, would 
probably have been committed to State psychiatric hospitals. 
Several Supreme Court rulings resulted in most states changing their 
mental health commitment act such that these patients are now 
treated in community hospitals for short periods of time and then 
released (some only to be readmittea within weeks). Most urban 
areas, like Philadelphia, are experiencing dramatic increases in 
young persons presenting for psychiatric emergency. For example, 
psychiatric emergency room admissions in Philadelphia increased from 
19,000 in 1982 to over 30,000 in 1986. Recent overcrowding has been 
so great that all seven of the City's 24-emergency services have had 
to refuse new admissions requiring seriously ill persons to remain 
at home or be held by the police. 
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Children are increasingly appearing for emergency psychiatric 
treatment. Many of these mentally ill children are also well known 
to the Child Welfare System since many have been subject to abuse 
and neglect. Currently, approximately 50% of all children admitted 
for emergency psychiatric treatment in Philadelphia come from child 
welfare placement - foster care, residential placement or juvenile 
placement. Many are sent to mental health services after a serious 
suicide attempt. It is becoming increasingly clear from studies of 
the seriously ill young adults I mentioned earlier had their first 
episodes of serious mental illness occur in their teens; thus many 
of the child admissions are the early presentation of persons who 
will later become heavy users of public mental health services. 

All three of these priority groups have common characteristics. The 
nature of their mental illness prevents them from functioning within 
the norms of American Society - they are unable to work or continue 
schooling; many are or become alienated from their family; many 
place an incredible burden of care upon their family or public 
caregivers; and all require multiple, coordinated services over an 
extended period of time. 

In general, these seriously mentally ill persons have special mental 
health treatment needs requiring extraordinary efforts which do not 
tit into the traditional "brief-therapy" model of outpatient mental 
health care. Nor, (with increasing limitation upon length of 
hospital stay by Medicaid and insurance authorities), can they be 
provided treatment as long-term patients in psychiatric hospitals. 
In other words, the current organization and financing of public 
mental health care is largely limited to short term acute care 
hospitalization. Many mentally ill young persons tend to 
extensively use this expensive inpatient care in large part because 
the lack of resources for after-hospital care results in their 
significant readmission to psychiatric hospitals. 

Moreover, all three of these populations of seriously mentally ill 
require significantly more than mental health therapy. In almost 
all cases, these populations require assistance with housing, health 
care« and income maintenance. Once some stability has been returned 
to their life, rehabilitative services and an opportunity for 
meaningful work and activity are also required. Finally, in order 
for services to be effective for these priority populations, special 
attention is required to arrange for and coordinate services. 

The very title of this Subcommittee, "Human Resources and 
Intergovernmental Relations**, suggests what this population of 
seriously mentally ill p,ersons require most. Various Federal 
Programs combined with State Programs are needed if government is to 
respond to the growing p.L'obIems of serving some of its most disabled 
citizens • 

Federal recognition of need and some new initiatives have already 
begun. . .Most promising were Congressionr* 1 actions in 1985 that 
pefnitted states to alter their State Medicaid plan to permit Case 





138 



- 4 - 



Management Services for Medicaid recipients who required an array of 
coordinated services coordination. In addition, the Federal Housing 
and Urban Development Authority (HUD) is participating in a new 
housing initiative with the Rooert Wood Johnson Foundation in nine 
urban areas. Special attention in these nine cities will also be 
provided by the Federal Health Care Financing Administration and the 
Social Security Administration. In effect, these actions represent 
the beginning of a comprehensive approach to serving the most 
seriously mentally ill. 

My reconunendation to the Subcommittee is that special attention be 
given to improving the planning and coordination of various federal 
programs towards providing mote integrated mental health and social 
support services to priority populations of the most seriously 
mentally ill. Specifically, this means to coordinate and integrate 
the policies and funding of the Social Security Administration (SSI 
and SSDI)/ the Health Care Financing Administration (Medicaid and 
COBRA Case Management) HUD (Section 8) and the Rehabilitaticn 
Services Administration (Vocational Rehabilitation) with state and 
local mental health programs. 

Specifically, Congress should establish a new authority within one 
branch of government to see that federal assistance needed by the 
most seriously mentally ill is provided. Priority should be given 
to relacing the service needs of mentally ill Social Security 
recipients with HUD Section 8 housing programs as well as assuring 
access to needed health and mental health services through the 
Federal Medicaid Program. Such a federal authority could work with 
other federal agencies to develop and coordinate policies, plan 
programs, and formulate administrative regulations that will assure 
access to services as well as collaborate with the states in 
developing an overall plan for identifying the most in need groups 
and coordinating financing and service delivery efforts. 

For the past 15 years. State and Local governments have turned to 
the National Institute of Mental Health as a point of reference and 
agent of national assistance. 1^ recent years, however, the 
Institute ha" been increasingly reduced in size, resources, and 
responsibility. To achieve coordinated federal assistance and to 
merge that assistance with State government requires a f.zed point 
of responsibility within the Federal Concernment. I encourage the 
Subcommittee to consider either revitalizing NIMH or creating a new 
entity coordinate these several large federal programs. In fact, my 
testimony ceeks to advocate for a renewed effort to strengthen NII'IH 
especially in the areas of technical assistance to the states Human 
Resource Training and Development, and in the development and 
evaluation of effective service models. Much of the new technology 
in public mental health to respond to needs of the seriously 
mentally ill has in fact, emerged from ezomplary NIMH efforts such 
as the Community Support Program. Moreover NIMII has been extremely 
helpful in stimulating major university training programs to modify 
their curricula toward training and retraining professionals to 
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serve the priority populations of most interest to State and Local 
governments. Finally, the isolation of State government and mental 
health programs is being increasingly felt since NIMH has been less 
able to supr rt national efforts that bring the states together to 
examine effective programs and policies. 

As indicated earlier today, estimates by the Nations 1 Association of 
State Mental Health Program Directors indicate that State Government 
is spending in excess of $8 billion on services to the nations most 
seriously mentally ill. in addition, a multitude of Federal 
programs provide billions more. The revitalization of a National 
effort to coordinate and integrate a service response to the 
nation's most seriously mentally ill can produce effective treatment 
results. A rational and coordinated national program that 
effectively uses tax resources can occur through promoting a 
coordinated and managed care approach to the seriously mentally ill. 
Federal leadership is needed to promote leadership, training, and 
coordination between federal programs and the service efforts of 
State and Local Government. 
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Mr. Weiss. Thank you, Dr. Surles. Ms. Knisley. 

STATEMENT OF MARTHA B. KNISLEY, DEPUTY DIRECTOR, OHIO 
DEPARTMENT OF MENTAL HEALTH 

Ms. Knisley. Mr. Chairman, I am appreciative of the opportuni- 
ty to speak with you today during a very busy time at home. My 
boss, Director Pam Hyde, could not be vi^ith you because we are 
presently shepherding a bill through the General Assembly in Ohio 
that would change the financing, of mentrl health services in the 
State of Ohio, similar to what you have heard already mentioned 
here today, similar to Wisconsin, funds are provided through vhe 
local community. We presently have a dual system of funding in 
the State of Ohio where the department runs 17 State hospitals 
and we fund community mental health through Incal boards. When 
and if they come together for the betterment of services to all per- 
sons, it sometimes is by accident rather than by plan. 

We are presently in session in Ohio putting that bill through the 
legislature and along with that, our budget bill is going through at 
the same time, so this is a very busy time for us. 

I would like to, since most of what I had to say today has already 
been said in one form or the other, summarize my comments, first 
by giving you some of the context for the State of Ohio and the 
state of mental health in the State of Ohio at this point in time. 

Four years ago, I think it would be fair to characterize the 
mental health system in Ohio as mediocre at best and the indict- 
ment not so much on the a.nount of services delivered but the lack 
of vision, direction, and leadership, which again has been alluded 
to by both yourself and many of the witnesses here today, about 
the importance of a direction, coming together, working together, 
and providing the leadership. 

Many things have happened in the past 4 years in terms of im- 
provement of services. We paid particular attention to case man- 
agement, and a single line of accountaLUity as you heard today. We 
have spent a tremendous amount of energy and time in the area of 
benefits, improving the access to benefits, emergency services, as 
Dr. Surles just mentioned, and a variety of other system changes at 
the local level, to make services make more sense for seriously 
mentally ill persons. 

I would also like to report, as you asked today, about exemplary 
programs. I would have to say that we have quite a distance to go 
and if our efforts in 4 years measure up to anything, it is just a 
further recognition of the fact that there is much yet to do. 

On the comment of the seriously mentally ill persons, who these 
folks are and who we are seeing in our State, let me first juGt de- 
scribe Ohio a bit. There are about 11 million people in the State of 
Ohio, many of whom are concentrated in our urban centers, but 
many of whom live in rural poverty, in southern Ohio and in our 
farm areas. 

The problems that we observe, for example, would be that in our 
State hospital system, we admit three times the State average of 
persons who are minority, yet those folks, minoritieb, are dramati- 
cally underserved in our community systems. 
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YouVe heard quite a bit of discussion today about the phenome- 
non of homelessness and the rise of problems in serving persons 
who are at risk of being homeless or are homeless. That is a prob- 
lem that we are also dealing with. We have just completed a major 
research study in that area and I would be happy to answer more 
questions on that if you like. 

Last but not least, as Dr. Surles has just mentioned, what I 
would consider to be disenfranchised youth, whom, if we are not 
preparing for as a government and as a nation, will become the 
new burden for the future, because we have not yet learned how to 
serve this group of people well. 

In terms of the Federal Government and the role of the Federal 
Government, I would like to summarize my comments in three par- 
ticular perspectives. 

The first is on the whole issue of leadership, and we have heard 
niuch discussion today about the role of leadership. Let me just 
give you a micro example of the relationship between the State of 
Ohio and the Federal Government. 

Four years ago, as I mentioned to you, the State of Ohio did not 
participate much at all in what was going on nationally in terms of 
finding out and working with the different Federal agencies, dem- 
onstrating what could be done in new programs and whatever. 
During this past 4 years, we have worked very closely with the 
Federal Government, particularly through the CSP program and I 
might add that our State strategy grant will run about $127,000 
this year. That small amount of money coupled with a child and 
adolescent service systems grant and some other activities, where 
^ve are actually interacting with other States, other local communi- 
ties, and with the Federal Government, has been the single most 
important corollary event in the turnaround of the state of mental 
health in the State of Ohio. 

Our central office budget is now largely supported by these small 
grants. It's not the money that is important. It is our ability to find 
out what other people are doing, work with other people, and to try 
to make systems change. 

Our own experience, if it would prove out across the Nation, it 
would be very important. 

You have heard today discussion about Public Law 99-660, the 
State Mental Health Planning Act from last year. I would suggest 
again in terms of Federal leadership, what resources within the 
Federal Government and particularly within NIMH are f^oing to be 
available to in fact enact that law, and I was hoping we would be 
on before the fellows from NIMH so you could ask just exactly spe- 
cifically what resources they have for leadership for implementing 
that act. 

The question was asked about protection and advocacy. I v^rould 
su^pst that you might want to go back and ask that question as 

Another item in terms of leadership is across agencies. I don't 
think this can be stated too strongly in today's discussion. Even 
though the attempts are there, I would suggest to you that they 
need to be elevated to the highest policy level within the different 
entities, the Health Care Financing Administration, Social Security 
Administration, and Rehabilitation Services Administration. It's 
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one thing to coordinate, but we really have not negotiated through 
at the highest levels. The types of activities that need to happen for 
the leadership have not been there. 

Second would be the adequacy of the resources themselves and 
the Federal role. There is no question, as Dr. Surles has just men- 
tioned, there is a hefty amount, if I can use that term, of resources 
through the Federal entitlement programs, particularly Medicaid 
and Social Security Disability, and SSI. 

The question here is the use of the funds, to make sure that 
funds that are available are used well. 

With respect to the NIMH budget, there is no question that the 
service sy stems research and service systems liaison is grossly un- 
derfunded in relationship to the overall NIMH budget. I^ not sug- 
gesting by this that we reduce what we are doing already in basic 
research, but to relook at the fact that less than 1 percent of funds 
in research in 1986 was directed to service systems, both service 
system design and the financing of that service delivery, and basi- 
cally looking at the care that we are providing in the local and 
State communities. 

I would suggest to you that even though the Federal Government 
provides SSI and SSDI, psychiatric illnesses represent 19 percent of 
the overall program, but only 12 percent of persons with serious 
mental illnesses are receiving SSI and SSDI benefits. One could 
ask, perhaps they have other income. That is absolutely not true. 

If you are on combined SSI and SSDI as an individual, you will 
receive, I believe, $4,380 a year to live on. The average income of 
the 65,000 seriously mentally ill persons in the State of Ohio in 
1985 ^vas $2,000 a year. 

Nationally, $2.2 billion is going inlj brnefits for persons with 
psychiatric illnesses in SSI and SSDI. The lact of the matter is it is 
both not enough and we are not sure if it is being well spent. 

My question here is, how much research and leadership is being 
provided to see that those funds are well spent? 

The third and final aspect that I was going to talk about has to 
do with the coordination between State agencies, and I was going 
to provide for you an elaborate discussion about the fact that case 
n--inagemc-'>t» even though it was proved in 1985 as Dr. Surles has 
mentioned, it has taken us 2 years in the State of Ohio and we 
hope to be drawing down our first funds for case management 
within a few v^eeks, 2 yeors of dibcussion with the vanety of people 
aL central and regional jifices of HCFA in order for case manage- 
ment to bp approved in the State, of Ohio for seriously laentaliy ill 
persons 1 mighv add thr.L we are moving more lapidly than most 
States and have had more success in this area than most people 
have. 

I think in summary, some of the Ohio turnaround that you have 
heard about today, some of the other States that Jim Stockdil^ was 
talking about earlier in terms of turn around, can be traced to our 
activities and our ability and capacity to work with the Federal 
Government. I would submit to you that i^ is very n: .lute in terms 
of the amount of effort, leadership and direction that is ne:essary 
if we are going to turn around the problems in this ^^ountry for se- 
riously mentally ill persons. Thank you. 

[The prepared statement of Ms. Knisley follows:] 
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Chairman Weiss, members of the Committee, on behalf of 
Governor Richard F. Celeste and Director Pamela S. Hyde, I am 
appreciative lor the opportunity, representing a state government 
perspective, to speak to you today on the leadership role of 
the federal government in assisting states and communities in 
providing appropriate services for persons who are mentally 
ill, particularly, persons who are the most seriously mentally 
ill. Directoi Pamela S. Hyde cannot be with you this morning 
due to the fact that we are shepherding a major mental health 
reform bill through the Ohio General Assembly this session. 
The time frame for that activity during the Assembly's spring 
session in Columbus necessitates her being in Columbus today. 

Before I begin with the topic at hand, I would like to set 
the context for my presentation from the perspective of the 
State of Ohio, particularly in view of the activities in Ohio 
over the past four years. Four years ago, Ohio's mental health 
system was considered loss than effective. While there were 
some good programs in Ohio what was missing was strong leadership 
at the State level, with a direction and vision for the total 
system. Under the Celeste Administra.tion , the Ohio Department 
of Mental Health set about to create a vision and begun 
translating that vision into action. I am proud to say that 
the results to date have been positive for the severely mentally 
disabled persons we have targeted to serve. I might add, also, 
that there is much more to be done. 

The best example of more to be done in terms of the persons 
we serve in our state, is our lack of ability to provide the 
most appropriate care for minorities. For Blacks, percentage 
representation of admissions in state hospitals is three (a^ 
times higher thar* percentage representation of the total sta^e 
population. On the other hand. Blacks receive significantly 
fewer hours of service in the community system than whites once\ 
they are released from the hospital. Coupled with this 
discrepancy are ongoing problems of serving persons both poor 
and living in rural areas, our inability to serve youth who 
are seriously mentally ill and disenf rancished and persons who 
are at risk of bsing homeless. Fortunately our experience leads 
us to believe that by changing our approach (both clinical and 
organizational) *ve can better serve 
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disenf ranchlsed groups. Indeed, blaming the victim is not an 
acceptable response and clearly does not solve the problem. 
Over the past 4 years we have , initiated numerous changes 
particularly in increasing case management and other mental 
health services, increasing and improving access to benefits 
and entitlements, providing new job and vocational opportunities, 
taking bold new steps to combat the problem of homelessness 
and the general lack of resources for persons with serious mental 
illness. One dramatic result has been the awarding of grants 
to three Ohio cities by the prestigious Robert Wood Johnson 
Foundation and the Department of Housing and Urban Development. 
The significance of receiving three grants in Ohio, out of nine 
awarded in the country, is, hopefully, a sign of what can be 
done in a State that has commitment and real leadership to serving 
the needs of seriously mentally ill persons. 

Ohio is , as I mentioned earlier , in the mist of a major 
legislative reform activity so that changes we are making can 
be translated into long term results. The cornerstone of that 
particular legislation is a major shift in financing and creating 
new incentives for the development of community support systems 
in each Ohio community. Fortunately the federal government, 
particularly, the National Institute of Mental Health is assisting 
us as wc move through these changes. 

On the topic at hand, I will speak to three crucial aspects 
of the role of the Federal Government iti assisting States and 
communities. First, is tne value and necessity of the leadership 
role of the Federal Government; secondly, the adequacy of 
resources and third, future direction of the combined and 
coordinated role of federal, state and local governments. 

On the topic of leadership, -as I mentioned earlier, the 
National Institite of Mental Health (NIMH) has been helpful, 
particularly, the assistance of the Division of Education and 
Services Systems Liaison and more recently the Division of 
Biometry and Applied Science. This appears to be the result 
of several key persons who have been personally willing to assist 
us, and Ohio's ability to take advantage of the small 
demonstration grant opportunities particularly in Community 
Su.'^'jort Programs (CSP), including small state strategy grants 
for Community Support Programs, Child and Adolescent Service 
Systems and Human Resource Development (HRO) and several clinical 
traininf; grants. Ohio has also conducted a major Homelessness 
Study funded by the NIMH. These funds have translated into 
Ohio's central administrative budget for the Department of Mental 
Health over a 5 year period, going from being 3% federally 
supported in 1982 to being 27% federally supported in 1987. 
This funding increase in and of itself is not nearly as important 
as what can and should be translated from this fact — Ohio's 
dramatic turnaround in its mental health system can be directly 
correlated with an increased relationship and support from the 
National Institute of Mental Health. As Ohio's Community Support 
Program Director, I can tell you that we have taken every 
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advantage of contacts and new Information we gain from NIMH 
to move our mental health system forward. Ohio's turnaround 
In * this area can be attributed to leadership. We believe 
leadership Is Important at all levels of government, and Is 
critically Important at the national level. 

However, It Is Important that the leadership role of the 
federal government be viewed la a broader context than the present 
activities of the National Institute of Mental Health. The 
Federal role must be viewed la the context of the demands for 
responsive services and well coordinated support systems for 
persons with serious mental Illness. This Illness affects the 
lives of 1.7 million American citizens and their families. 
1 1 requires national at teation and national leadership , if we 
are to solve tha mysteries aad problems of serious meatal illaess. 
Aad it require.? a great deal of atteatioa aad thought, with 
a clear federal preseace, if we are to reduce the stigmatiziag 
subsisteace that most seriously ill persoas face. ■ 

la the area of the aeed for basic research, this respoase 
aad leadership is becomiag more clear, Coagress is respoadiag; 
the NIMH is respoadiag. la the area of service systems, the 
preseac<» is less clear . A bold plaa , The Watlooal Plan for 
tbe Cbrooicallv Mentally 111, completed la 1981, remalas a valid 
documeat but largely uatouched. Comblaed efforts to iacrease 
the ef fectlveaess and uaderstaadiag the coasequeaces of the 
Uedicaid, SSI/SSDI, rehabllltatioa aad houslag support programs 
has aot beea givea stroag comblaed federal ageacy leadership 
aad atteatioa. The Dlvlsioa of Educatloa Service Systems 
Liaisoa's efforts are limited la size aad scope. 

A small eadeavor la systems chaage is commuaity support. 
Fortuaately Coagress has seea the wisdom to contlaue fuadiag 
the Community Support Program even when the Administration has 
not. This small program has kept alive ideas and strategies 
for strengthening well proven approaches to assisting persons 
with serious mental Illness. Another example of systems change 
is Title V of Public Law 99-660, which calls for State 
Comprehensive Uontal Health Services Plans. However, this 
law is silent on the need for Increased federal support, and 
to this date, funds are not appropriated for this important 
new legislation. The Robert wood Johnson Foundation efforts 
through their Program for the Chronically Mentally 111 , speak 
to the type of ''service system" change that I speak of here. 
While, I believe, we all applaud and appreciate their effort 
and direction, it will need a strong federal presence to be 
successful. That presence will require a commitment and 
leadership across agencies including the Health Care Financing 
Agency, Housing and Urban Development, Rehabilitation Services 
Administration, Social Security Administration and the National 
Institute of Uental Health and requires top priority at the 
highest Administrative levels to be effective. 
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The second crucial aspect of the Federal role Is the adequacy 
of resources. I have already comroonted on the lack of 
appropriation for Title V of Public Law 99-660. However, more 
Importantly the bill Itself Is notably silent on the need for 
Federal resources for states to be successful In carrying out 
the charge of the legislation. The Division of Education Service 
System Liaison's budget Is approximately one-tenth of the HIMIi 
budget. And while I dc not mean to Imply the Division of 
Education Service System Liaison's budget should cut Into the 
research budget of NIUHp the $40,000,000 available In the Division 
of Education Service System Liaison's budget for Commuulty Support 
Program (CSP), Child and Adolescent Service System Program 
(C>wSSP) , Homelessness and other service system demonstrations 
and activities. Human Resource Development (HRD), Clinical 
Training and technical assistance to States, Is aot adequate 
to meet the growing demands tor Information dissemination, uew 
knowledge development, transfer and service systems coordination, 
ADAUHA Block Grant administration, and most recently, the much 
needed Protection and Advocacy Legislation, which Is now being 
Implemented. In the area of the research budget I think It 
Is also Important to note that less than 1% of the NIMH Research 
grants In FY 1986 went to financing and delivery systems that 
provide mental health care. 

A case In point Is the reliance on SSI/SSDI as a major Income 
support for persons with serious mental Illness. The facts 
are clear that lack of Income and poverty are Inextricably linked 
to the dismal lives led by many seriously mentally 111 persons. 
This Is not to say personi; who are poor are mentally 111, but 
to emphasize that one of the most serious consequences of serious 
nental Illness Is the loss of personal Income associated with 
low or no Income or benefits, lack of employment and the high 
cost of treatment. The combined SSI/SSDI costs for persons 
with psychiatric disorders In 1986 Ici this country was 
$2,237,478,190. This onstltuted 19.9% of all SSI/SSDI 
expenditures and psychiatric disorders ranked second as type 
of disorders for SSI/SSDI expenditures. These statistics are 
astonishing, however, when only 12% of eligible persons are 
receiving these benefits and, in fact, In Ohio the average annual 
Income of persons with serious mental Illness Is approximately 
$2,000. This Is .less than the $4,380 Income an average recipient 
of SSI/SSDI receives. Thl:^ major expenditure combined with 
the long torr^ care expense borne by Medicaid and state governments 
for sorloiisly mentally 111 persons remind us tnat we have a 
responsibility as a nation to look at the Institutionalizing 
effects and burdens of Income supports, the Influence of these 
supports on owr practice patterns, how and where people are 
treated and tht: chronlc^ty associated with this Illness. When 
one looks at t^e service systems research, or the lack thereof, 
within NIMH anc the federal government, one has to bo concerned 
with the lack of attention to seriously mentally 111 persons. 
Who gets benefits and wn:^ does not and why? How can wo develop 
better practice patterns tc assist persons with serious mental 
Illness In leading a more productive and economically stable 



erIc 



147 



-5- 

lives? What happens to persons in our system over time? One 
would not think of introducing a new drug or a new technique 
without clinical trials. We should not continue entitlement 
programs or provide long term cate assistance without the same 
research. I urge ou to look at the budget and priority for 
service systems research and clinical training, human resource 
development and the relationship and coordination of the 
activities of HCFA, NIMH, SSA and RSA. 

Another example is the paucity o-^ funding for program 
demonstrations in the area of coimnunity support. In the past 
three years, such demonstrations have produced valuable 
information but the p-^ojects are small ($100,000 annually) and 
run for only three years maximum. Long term systems change 
activ' les can not be tested out without federal support. 

The third and final aspect is in the area of federal, state 
and local government relationships. I would add into this 
paradigm, foundations and universities as much needed j.'xrtners 
and resources. In fact, I would suggest, for example, that 
using clinical training is an area wherein federal and state 
priorities and resources can be matched together to support 
university-based preservice clinical and residency programs 
so that we can take advantage of limited dollars to help 
accomplish mutual goals. We have begun to work in this area 
in Ohio and I urge Congress ana the National Institute of Mental 
Health to explore and strengthen these ideas further. 

Another example would be in the colloctive strategy for 
appropriate Medicaid Utilization that would enhance community 
based care. The Medicaid program functions under an immensely 
complex set of law, rules, and administrative guidelines and 
is administered through an often confusing system comprised 
of regional and central administrative entities. These factors 
result in inconsistent rule interpretations from region to region 
and between regional and central offices. All of this becomes 
extremely critical when a State attempts to itiodify its existing 
Medicaid program in an effort to make Medicaid reimbursement 
adaptive to advances in service technology. For example, Ohio 
has been working with HCFA officials for more than 2 years to 
include case management in its State Medicaid Plan. Although 
we are about to achieve resolution in this issue, the process 
has been extremely frustrating. 

What needs to happen is that HCFA needs to understand better 
the Federal, State and local mental health systems and the mental 
health system needs to achieve a better understanding of HCFA 
and the Medicaid program. HCFA needs to learn more of the changes 
that have occurred in where and how mentally disabled persons 
are provided mental health services. Mental health providers 
need to get better information about how tl:o Medicaid system 
works and needs better ways to communicate with HCFA officials. 
If some type of effective dialogue between the two systems could 
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be achieved, this would go a 1 "g way in resolving the current 
problems. 

. Similar to the Medicaid program, the SSDI and SSI programs 
function under aa exceedingly complex set of laws, rules, and 
administrative guidelines. The Social Security legislative 
reform efforts of several years ago, however, initiated a process 
of communication between the mental health lystem and the Social 
Security Administration. In Ohio, we have followed up on this, 
and have an extremely effective relationship with both the SSA 
district office and the SSA contracted State Disability 
Determination agency. We are working with both entities in 
piloting model programs to expedite the disability determination 
process and in efforts to disseminate information about new 
work incentive provisions in the SSI program. Interestingly, 
we have found that the SSDI /SSI reform measures of several years 
ago necessitate this type of relationship developing because 
of requirements for more extensive medical evidence and reliance 
on treating souvce information. These requirements really 
necessitate the involvement of the pujblic mental health system 
in order to avoid what can be substantial delays in the disability 
determination process. 

In -alking with our counterparts, in other areas, we have 
found that the type of relationship we have forged has not been 
experienced in other States. We may be fortunate in that the 
leadership in the Regional and District SSA offices and in the 
State Disability Determination agencies have been very receptive 
to having the two systems work together. Perhaps SSA Central 
Office needs to take a greater initiative in encouraging better 
communication between the two systems in other area^ of the 
country . 

In summary, we believe the opportunities are clear. The 
Federal government plays a central role in the lives of seriously 
mentally ill citizens and only with a strong presence of NIMH 
and particularly its role in service systems liaison, service 
demonstrations, service systems research and cooperative ties 
between federal agen^cies, can we begin as a nation to tackle 
the devastation of serious mental illness. Ohio's turnaround 
can be traced to increased relationships with federal agencies, 
but we can only go so far, and we have so far to go. 
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Mr. Weiss. Thank you very much. 

We have the bells for another set of votes. I am going to ask you 
a few questions so you don't miss your next plane and excuse you. 

Ms. Knisley. All right. ^ 

Mr. Weiss. Ohio has the reputation of being very active in im- 
proving services for the mentally ill. In your testimony, you have 
mentioned how Federal support and support from the private foun- 
dations are helping to make that possible. 

Can you give more specific information about how Federal fund- 
ing has been used to improve services? 

Ms Knisley. Yes, Mr. Chairman. I forgot to mention in my 
verbal testimony that we happen to be very fortunate to have three 
cities funded by the Robert Wood Johnson Foundation. We get to 
see this fellow next to me quite a bit. 

I think in terms of the Federal resources that have been avail- 
able to us, although it is a very, very small strategy grant, we did 
not have a CSP grant until just 4 years ago. It can be correlated 
almost directly with our turnaround. That has to do, I think, with 
the amount of time and effort by what I would call some rather 
valiant officials within NIMH in terms of carrying out their re- 
sponsibilities with respect to community support. 

I might add the community support funds, even though they are 
going up to $20 million next year, this is the first year that commu- 
nity support has been in this administration's budget. Congress has 
always seen the wisdom to put it back in. 

I think that single program has been very important. Most of the 
other activities where we have used Federal funds, we have jury 
rigged the system. For example, money that comes into our State 
tor vocational rehabilitation services, we match that through our 
mental health department at the State level, in order to target a 
portion of those funds specifically for seriously mentally ill persons, 
l^ortunately, we were able to work that out with another State 
agency to make that happen. 

There has been very little discussion about how to do that or how 
one makes that work at the Federal level and between States, but 
until we were able to target those funds for seriously mentally ill 
persons, the funds were coming into the State without much direc- 
tion and leadership. 

^ Fm not suggesting that we specifically tie those funds and then 
in some rule somewhere in the Federal Government, you do that, 
but tne creativity that was neces3ary at the State level in order to 
put those funds together almost happened by accident, not because 
we were planning or had the resources to do that, just that our 
other budget was short that year and we saw an opportunity to 
make it work. 

More to the point, we have been able to take some of these Fed- 
eral programs and because we know about what is going on in the 
rest of the country, try to make them work for us in very creative 
kind of ways. 

Mr. Weiss. When is your next plane? I have to go vote at this 
point. Can you stay a little longer? 
Ms. Knisley. Sure. 

Mr. Weiss. We will take a break for about 10 minutes. 
[Recess taken.] 
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Mr. Weiss. We are back in session. Ms. Knisley, have economic 
problems in rural areas caused new problems in providing services 
in the last few years? 

Ms. Knisley. Mr. Chairman, economic problems in rural areas in 
the State of 0 o are nothing new. The county I grew up in has 
about 18 perce. t unemployment, and that is on a good day. We 
have had rural ^.overty problems in our State for quite a long time. 

The farm crisis, if we want to use that term, even though at least 
half, if not two-thirds, of our State is in the farming area and agri- 
cultural areas, has not seemingly been that dramatic for us at this 
point. 

I don*t want to disagree with earlier witnesses, but we have had 
so many problems for so long with rural poverty in southern Ohio, 
that the farm crisis does not appear to be a crisis. It appears to be 
more like what we have experienced in those poor rural areas for 
some time. 

I might add that we have almost the same rate of ad "mission to 
our State hospitals in rural southern Ohio as we have in Cleveland. 
It is a problem for us in terms of reliance on the State hospital 
system, simply because we don't have community support systems 
out in the very rural areas. 

Mr. Weiss. I was going to ask that of you and Dr. Surles, because 
of your previous position in Vermont. What thoughts do you have 
on dealing with the isolated rural communities in regard to mental 
health problems? 

Ms. Knisley. Dr. Surles has obviously had much more experience 
in this area. I can tell you more from growing up, more than I can 
from delivering services. I have spent most of my professional serv- 
ice career in urban areas. 

To me, the issue again goes back to what you have heard over 
and over again today; and that is, community support, and finding 
unique and informal ways in which the system can be brought 
gether in local areas. 

I have often been troubled by, for example, bringing a profession- 
al in once a month, or bringing in even some of the public health 
service efforts, even though they have been dramatic and been 
helpful. We need to find a better way to do some of the informal 
service systems development in rural areas and getting support to 
people out there, rather than bringing someone in from outside 
and then taking them away in a couple of years. 

The whole matter of payback, for example, even though that is 
one mechanism I think has been, to a limited extent, helpful. 
When we are putting professionals out in rural areas, they are 
going to leave unless we help train those professionals in rural 
areas and help provide some incentives to stay there more than the 
2 or 3 yearc that they are there. 

So I think we really have to relook at giving 1 year service to 
public service, or 2 years» and then be gone. I think we have to 
think more about how we teach, and where we teach, and how or- 
ganized we are within State and local communities to have the 
services more connected in some way. 

Richard may have a better handle on that than me. 
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Dr. SuRLES. I had to undergo the cultural shock of leaving the 
mountains of Vermont and spending 5 years in Philadelphia. I had 
to think about that a second. 

The thing I remember the most was the frustration of trying to 
operate in rural areas within policies and regulations and rules 
that were baL*cally created by a sophisticated urban culture. A lot 
of the things that are appropriate in Philadelphia— because I have 
access to psychiatry and nursing and psychology in schools of social 
work— a lot of the models and a lot of the reimbursement sys- 
tenis— are not appropriate in rural Vermont. For example, in the 
entire 10,000 square miles of northeastern Vermont, there was one 
psychiatrist; fortunately, that person workeJ for the community 
mental health center. 

Rural areas generally lack an adequate number of trained pro- 
fessionals. The fact that many Federal rules required the supervi- 
sion of services by licensed professionals become inhibitors in rural 
areas. Frequently rural communities are very creative, and fewer 
are unserved because the town selectmen demand that responsible 
officials respond to unique needs. 

Regulatory control often developed for sophisticated communities 
should be reexamined and rural communities given some opportu- 
nity to adapt different approaches to their problems. 

Mr. Weiss. How do we deal with the problem that Ms. Knisley 
raised, which is attracting people to the rural areas? Or even 
beyond that, attracting people to deal with the problems of the 
most difficult mentally ill patients, rather than focusing solely on a 
lucrative private practice? 

Dr. SuRLES. One of the things I think I learned in Vermont that 
we put into practice in Philadelphia, in Philadelphia mental health 
professionals would sit in an office and wait for somebody to come. 
In a rural area, you go to people. 

Ninety percent of all the psychiatric emergency services in Ver- 
mont occurred either in the home or on the roa^' :de with the State 
policemen, or the mental health worker got up m the middle of the 
night and came to the local hospital. 

I think rural areas tend to have much more mobility with their 
services, an^ a much greater expectation that someone is going to 
go to a crisis, determine what is wrong, and then call in backup 
forces. Urban areas, we tend to be much more passive, and we wait 
for problems to present. 

Ms. Knisley. I think, Mr. Chairman, there is an interesting anal- 
ogy here that we can apply to h^w we prepare and train, and actu- 
ally implement our services for clinical training and residence. And 
the analogy is, that for the first 15 years of the community mental 
health systems— and Tm speaking here from about the mid to 
early 1960's, until 1980— we had a system where the Federal Gov- 
ernment dealt directly with local communities in fostering commu- 
nity mental health centers. 

I worked in one of those community mental health centers that 
was federally funded, and I really knew very little about what 
went on with the States, with my State government. I was fairly 
naive, too, about the problems associated with the State trying to 
run State hospitals. 
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And we had a Mental Health Systems Act, I might add, that was 
to have been implemented in 1980, which, of course, was never im- 
plemented, which recognized that problem, and recognized some of 
what the State mental health commissioners had been saying for 
years about the relationship that has to include Federal, State, and 
local levels. 

We have the very same interesting dilemma with clinical train- 
ing, and this is the second part of the analogy. And that is, not 
only have we seen a major reduction in clinical training between 
the Federal aud the universities, but the interes<;ing thing that 
happened was now the universities are talking to the States. 

The clinical training grants that have gone out from the Federal 
Government have not had any direct relationship to State govern- 
r;ent. In my State, the highest priority for our State budget is 
higher education, as in most States, and secondary and primary 
education. We could have a tremendous amount of leverage— and 
we are beginning to have now, by rewriting the rules for clinical 
training and residency in our State— we could have a tremendous 
amount of leverage with respect to how professionals are trained; 
where they are trained, and the interdisciplinary aspects of train- 
ing that need to occur in mental health, particularly for seriously 
mentally ill persons. 

If, in fact. State government was in that triangle some way, in a 
meaningful kind of way, not just shake hands, we are going to be 
good friends kind of way, but in a meaningful kind of way between 
the Federal Government and clinical training grants, and the uni- 
versities; I think that's an important step that we need to take. 

I think that we could bear much more fruit with our clinical 
training and residency programs. When it comes back to the sub- 
ject Dr. Surles was talking about in the specifics of your question, I 
think that where and how we train professionals has a lot to do 
with the fact that people are going off to make their fortune. 

But frankly, the amount ot" time and effort spent on knowing 
how to serve seriously mentally ill persons is very minute in the 
overall scheme of things for psychiatry, psychology, and any of the 
other core disciplines. Even working with each other; it's very im- 
portant when we are talking about seriously mentally ill persons. 
The least amount of time spent with the seriously mentally ill 
person is spent with the psychiatrist. 

It is the nurse and the social worker and the paraprofessional 
that spend the most time with the individual. Yet they are not in 
the room when the psychiatrist is being trained. So we continue to 
set up some of the patterns that are not working for us. 

I think that there is a body of knowledge of how to do the train- 
ing, and where to do the training, that would be helpful in spread- 
ing out some of the activities. The State of Oregon has an excellent 
track record in this regard. 

They have no— I shouldn't say they have no trouble— they have 
little trouble finding a psychiatrist and other professionals who 
will work out in those rural areas, or work even in the difficult 
areas, because that was the focus of their training. 

I think we need to, both in our urban areas where we have very 
few people actually trained in these clinics or out on the street— 
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they train in these magnificent, beautiful hospitals which has very 
little to do with the life of the seriously mentally ill person. 

Dr. SuRLES. I would add quickly to that, that I have seen virtual- 
ly no training programs that I know of that really, truly, address 
the population that we are discussing. Most of the training pro- 
grams are very isolated u^ito themselves. We train people in social 
work, in nursing, in psychiatry, and psychology; but for the patient 
group that we are talking about, you have to know how to work 
among professionals. And you must know also how to work with 
nonprofessional support systems. 

We are doing very little, to my knowledge, to train the next gen- 
eration of mental health professionals to work with the most seri- 
ously mentally ill in the community. 

Mr. Weiss. Dr. Surles, what Federal programs have been most 
useful to you, in Philadelphia or in your prior position in Vermont? 

Dr. Surles. In the last 4 or 5 years, che Federal programs have 
had very little impact on city mental health services. Probably the 
community support program, through a demonstration grant we re- 
ceived for the homeless for case management, was most effective. 

There have been, in the last year, an initiative with the teaching 
hospitals which required that the clinical training program come to 
the local mental health authority and develop a collaborative rela- 
tionship. That was very beneficial. 

But there are very few Federal NIMH programs at this time 
which are having an impact on the organization and delivery of 
services within my city. 

Mr. 'Veiss. You were here for much of the testimony, perhaps all 
of the testimony, of the NIMH people. I guess the question that 
occurs to me is, from your perspective, how m" b of the research 
that they are doing, in fact, percolates itself dovy*n, effectively, to 
where you are working? Do you get any benefit? 

Do you get their work product or research results on a regular 
basis? What kind of interaction is there between you and the 
NIMH? 

Dr. Surles. Let me comment on that, for what is left at NIMH, 
the gi'oup of people there are incredibly dedicated, and when we 
call, work with us. There a) e just so few of them. The work that 
has been helpful to me has primarily come out of the community 
support program and biometry areas such as statistical data, and 
understanding the profiling characteristics of patients. 

We are currently doing a joint project with NIMH in the city 
with no Federal funds. We have a grant from the Glen Mew Trust 
Co^ looking at the issues of violence and at-risk for hospitalization; 
and two of the NIMH staff members are serving on the advisory 
board to that work. 

At this juncture, with such limited resources and with such lim- 
ited staff, most useful services research comes in the relationship 
with the individuals, and provide some of the most recent studies 
and information that might be applicable to the situation T face. 

I do not think that the staff at NIMH— I think they do know 
what to do. I just think the resources are so incredibly limited that, 
when tney look at the full country, there is little they can do. My 
central office staff in Philadelphia, I was listening to the numbers 
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this morning, is three times larger than the mental health services 
staff at NIMH. 

You can't relate to a nation with that staffing and resource level. 

Ms. Knisley. I couldn't agree more. What has been the most val- 
uable to us has been the connections that we have been able to 
make because of those few people who have been there. Earlier we 
were talking about the Planning Act from last year. The problem 
isn't that there is new staff to implement the Planning Act. 

They are not ready to implement. First of all, the money hasn't 
been appropriated for it. And secondly, they will divide up the 
duties among themselves; there will be no new staff at NIMH to 
assist the States and the commissioners in putting together the 
necessary implementation of that act. 

They are using existing staff. They are already working on it. As 
a matter of fact, they have a committee that has been looking at 
the planning efforts. But it is with those few existing staff that 
they have. The value has been in that area. 

I may be slightly off on my numbers, but I think in the area of 
service systems demonstration, they only have six or seven grants 
nationwide. We are watching those very carefully to see what we 
can learn from them. But the amount of new knowledge will be 
very limited, compared to the type of knowledge that we need for 
what it is that we are facing. 

Dr. SuRLES. I would add, quickly, that the current work is V3ry 
creative. Their convener functions — what they have been doing is 
bringing a group of States together to, for example, focus on model 
Medicaid programs, or to look at innovative ways of organizing 
emergency residential services. 

But, with such limited resources, that is happening less and less. 
I think that one of the things that many of us feel 's a sense of 
isolation right now; that the lack of that convener mction, the 
lack of their sources to bring the States and the urban/ rural areas 
together to look at what is the emerging technology, and what are 
the data, is being very sorely missed. 

Ms. Knisley. One of the things that was mentioned earlier v as 
the qualifications of the staff, for example, in the CSP program. I 
can tell you quite frankly, if you are going to have three people, 
three people that you need, are not necessarily your most skilled 
professionals. 

There are three people who are very skilled at getting a bunch of 
people together on a very shoestring kind of budget, as Dr. Surles 
was mentioning, and get the States that are domg something in 
Medicaid together, and convene them. 

The National Association of Mental ^lealth program directors 
and the Commissioners Association does this as well, simply be- 
cause they are having to fill a void. They are doing a lot of the 
work as well, but convening is the best thing that they can do for 
us. What two or three people can do is very limited in the overall 
scheme of things. 

Mr. Weiss. My understanding is that very few mentally ill people 
are violent, and many are vulnerable to being hurt by others. In 
the past year, there have been several stories in the media about 
violent, mentally ill people— for example, ijst year on the Staten 
Island Ferry, after the Fourth of July celebration and earlier this 
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year, when several women were tortured and killed in a Philadel- 
phia basement. 

In both cases, neighbors expressed concerns long before the mur- 
ders took place, but nothing was done to prevent them. Even 
though few mentally ill people are violent, the public is under- 
standably concerned about the apparently unpredictable behavior 
of those that are. 

Could NIMH do anything that would help prevent those kind of 
tragedies? At all? 

Ms. Knisley. rU give a stab at this. I really don't think so. In 
those particular situations, I think they are goi.ig to continue to be 
occurrmg, particularly be continued to be highlighted, as you said, 
very few people. 

I think that again, not to go back again and harp on something 
that has been discussed over and over and over again today, the 
service delivery systems, how they work for people who are not 
good patients, is something that we really need to spend a lion's 
share of our effort. 

What NIMH could do, and could be helpful in, is again, in the 
services systems research. We know very well what to do with good 
patients; I'm talking about folks who are not compliant. Perhaps, 
rather than thinking about not compliant, what is it that we are 
doing that, in our mental health service delivery systems, for ill 
persons to want to participate and take part in, and get something 
out of. 

I mean, we don't have that single system of care. They are shuf- 
fled off here, there, and everywhere, If you come into one of our 
waiting rooms and you are a young adult today, what you see is 
older people who have been beaten down with the chronicity of 
long-term mental iUness. And being on some kind of disability 
system, and never being able to get off it, because once you're off, 
you 11 never get Medicaid again, you'll never get care again. 

The service delivery systems that we have put in place: we are 
not looking at those to see how they work for the people who aren't 
there. And we are really not spending much time and effort in the 
service systems research area. 

There is one thing that NIMH could do when it comet, to the 
people out there who are not a part of our system. That would be 
it. It is not going to dramatically change those headlines anytime 
soon, but we started today. We aren't going to change those head- 
lines for many years to come. 

Dr. SuRLES. I would give you a definitive answer of yes and no. I 
don t think, in the case of a cold, calculating killer, that the mental 
health system is an effective intervenor. However, I think there 
are persons who are seriously mentally ill who use mental health 
services, who want treatment, and who sometimes are so ill that 
they deny they want treatment. 

For some persons who are se/iously mentally ill there are two 
things we could do. The current serMce design is such that we have 
to wait for the person to absolutely fall apart before we can start 
treatment. The person that was first to testify this morning, I 
couldn't agree with more. The one national strategy that all of us 
arc coming together on is a whole concept of fixed point of respon- 
sibility with case management. 
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From hospital data we know that, without even a lot of study 
and research, the introduction of the social worker function or, in 
health care for a case manager, reduces rehospitalization. If we 
could do something nationally to design a responsible case manage- 
ment system for this most in need, and most potentially at-risk 
group, both of being violent or being irgured themselves, I believe 
that we could make a dramatic difference and cease waiting for the 
casualties to show up. 

So I would suggest that NIMH could do a great deal if they 
would spend the next year-and-a-half, 2 years, dealing with the 
issue of improving, if you will, another form of prevention: the pre- 
vention of patient collapse. 

The second piece of that is related to the first. I think that there 
is a need for service system research on identifying the risk factors 
associated with violence. By that, I mean that we have not under- 
taken sufficient research to understand why people collapse, why 
they commit violence, why they are rehospitalized. 

Tliere are, we believe, some factors that would permit us to de- 
velop an early warning system. There was another case, about a 
year-and-a-half ago in Philadelphia, in which there was a shooting 
and several people were killed. When one reexamines the facts in 
that case, it should have been prevented. There should have been 
early intervention, because that was a very treatable person. 

So I think there are some cases that no, I don't think that 
mental health is the answer. But yes, ' aere is a significant group of 
people, especially among the young mentally ill, that if we did a 
better job of understanding who they are, and how they use serv- 
ices, and where they enter treatment and what their presenting 
characteristics are, we could prevent some of the tragedies that are 
occurring. 

I believe there are far more unreported domestic tragedies than 
there is major public violence. I believe that we can help impact 
and reduce some of the violence within families. I think we can 
help reduce some of the casualties of someone that goes off their 
medication, and we have to wait until they become so ill that they 
are picked up by the police and taken to an emergency room. 

Ivlr. Weiss. In your work, what have you learned about the 
young, heavy users of mental health services that can be helpful on 
a national level? 

Dr. SuRLES. I guess sometimes for an administrator, you get into 
researching an issue after you have been affected by it. We had 
two deaths in our emergency services in 1985, within a 24-hour 
period, both of them involving the police. We started to raise the 
question of what's going oi?, v hat's going wrong. 

Our research, and some recently published data, really focused 
on what others in the field have referred to as the uninstitutiona- 
lized patient. In the mental health field, we talk about the prior 
State mental hospital patient; the person that we have deinstitu- 
tionalized, if you will. 

Former State hospital patients tend to be some of the more easy 
persons to treat in the community. After they have 3pent 20 years 
in the hospital; their mental illness has cooled; they tend to be 
compliant; they tend to take medications; they go to their program. 
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The new generation of young people that have largely not experi- 
enced long-term State hospital stay tend to deny their illness; they 
do not want to participate in programs with older mental patients. 
They basically will tell you— even though they could still be active- 
ly psychotic— that they want a job, an apartment, or to get mar- 
ried. The system we iiave designed isn't responding very well to 
this younger group. 

Our data are showing that j those persons are showing up increas- 
ingly in prisons, in police v^ns, in psychiatric emergency rooms, in 
shelters, in welfare centers. |We really are creating the next gen- 
eration of what weVe referred to as the chronically mentally ill. 

Ou. figure in a. city with the population of 1.7 million, we have 
been able to document since I97y, what we call the entering class. 
Al jut 300 people a year are coming forward in the city of Philadel- 
phia who fit the profile of the young, seriously mentally ill. They 
tend to De the population I described in my opening testimony: 
young, 17 to 35, unemployed, single, 60 percent with family, 20 per- 
cent in boarding homes, well-known to the mental health system, 
and periodically cycling in and out of crisis services. 

I tnink the work that we have done, and we did it basically on 
our own, has caused us increased concern about what is happening 
to us. But it also caused us to re-think the way we organized and 
delivered service. And I would add that that's one of the functions 
that I would hope NIMH would start to ^ive a priority. 

NIMH should give priority to examining existing phenomena. 
Yes, do the basic biological research, and eliminate schizophrenic 
illnesses through good medical treatment. But in the 20 years, or 
10 years, that it takes us to do that, let's do a better job of examin- 
ing existing phenomena, and developing those treatment strategies 
that will work for these new populations that are really becoming; 
increasingly made aware to the public at large and to the mental 
health system. 

Ms. Knisley. I think that an interesting way to look at this is 
that first wave, if you want to call it that, in our State the 20,000 
or so people that we brought out of State institutions, v/s really got 
away with, if one wants to call it that, and that's not a very good 
term— as a nation we really got av/ay with continuing those folks 
being institutionalized in our communities. 

They were institutionalized in our income maintenance prc- 
rams; they were institutionalized in being hidden away or in oid 
oarding homes, or being in nursing homes. So we continued the 
practice of institutionalization, even as we began community 
mental health services for 15 years. 

Now we're having, all of a sudden, an emerging group of people 
which Dr. Surles is talking about, and we're having to deal with 
the fact that this group does not want to be institutionalized, re- 
fuses to be institutionalized, because they happen to be younger. 

They happen to be of the age group who doesn't want anything 
to do with institutions, at a period in time when our country values 
the sense of, for me, kind of syndrome in this country, rather than 
some of the liberties that we fought for earlier and said that it was 
the good of a broader range of people. 

Now we are into a phenomenon of whatever is best for me, is 
best for the country kind of thing. Yet we don't accept that for 
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young mental patients. And we! say, aha, you're resistant, youVe 
this, youVe that; when, in fact, they really reflect what is going on 
nationally. 

They refuse to adopt our community institutional way of looking 
at things. We desperately need to find, as Dr. Surles is talking 
about, a new and different way to deal with this group of people. 
Which, in fact, they are presenting what we should have been pre- 
pared for, and we really weren't. 

Dr. Surles. Like someone said this morning, too, I think one of 
the other demgers, one of the things that should be said by the two 
of us: there is also a tendency to want to talk about changing invol- 
untary commitment acts, and increasing the liberalization of hospi- 
talization. 

It's another way of blaming a person for their mental illness, 
rather than the professions gearing up and changing the v y they 
deliver service. We describe a person as a noncompliant ^^atient. 
Which is another way of saying, we don't know what to do. 

Mr. Weiss. Finally, in our questioning of the Federal people and 
the former Federal people — we pressed on what the role of the Fed- 
eral Government is and what it should be, in regard to provision of 
services. And Fd like your thoughts on that issue. 

Ms. Knisley. I think that the two to three key areas that have 
been spoken to over and over and over again today— the whole 
issue of there has to be a Federal presence. Most of the life of a 
mental patient is dependent on the presence of not the National 
Institute of Mental Health, necessarily, but the income streams 
that are provided by the various benefit programs of the Federal 
Government. 

So, from the national viewpoint, if, in fact, we are going to be 
involved in income and benefits and the relationship of health care 
delivery system, which is largely directed from the Federal Govern- 
ment, then there has got to be a leadership role within NIMH, but 
also within the Federal Government in a broader sense, about the 
best way to do that. 

That leadership role has to be much beyond what ii is now. We 
have heard about the lack of just plain leaders. We did hear about 
some efforts to work together between agencies. I would submit to 
you that that needs to be elevated to the highest level of decision- 
making. 

In terms of the resources themselves, it's a very complicated 
issue: if we are going to increase resources, at the same time we do 
that, we have to examine the relationship between Federal re- 
sources. State resources, and local resources, to make sure they are 
all v/orking in sync together. 

There are many ways that we could be spending more money. 
But, in the process of doing that, we have got to spend it well. And 
we've got to be working more closely together to do that. State 
commissioners in this country today are facing, cs we heard earli- 
er, a large and overwhelming responsibility with respect to State 
hospital care and local care. 

When the Federal streams come down, and the State streams 
come down in the local areas: if those aren't in sync in some way, 
then we really are missing the boat. Those two things, I think, are 
the most important. 
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And third, weVe got to be in balance betwaen looking for the 
magic bullet — or the silver bullet, Vm sorry — the silver bullet, and 
what it is that we are doing in our services today. We have got to 
continue our pursuit in basic research; we are far behind in that 
area. 

But we are even farther behind in looking at how our services 
work. I think the Federal Government does have a role to play. 
They have had a historic role. Only the Federal presence, through 
national efforts, are going to bring about the amount and degree of 
new knowledge that we need to have. 

States and local communities cannot do that in isolation. 

Dr. SuRLES, I think I would start out by saying what I hope they 
don*t do. I would not want to see the Federal Government going 
back into directly funding mental health services, except through 
modeling service demonstration. I think that bypassing State and 
local government created part of the problem. 

I would, though, highlight the emphasis upon a national respon- 
sibility for service coordination and policy for the most seriously 
menfeilly ill, as my No. 1 priority. The recognition that the Federal 
Gov^arnment and the States are spending a vast amount of taxpay- 
ers' money on mental health services for this most disabled popula- 
tion, and yet it is incredibly uncoordinated, and there is almost a 
cost shifting, if you will, a pacing of responsibility, among Federal 
and State governments. 

It is a real tragedy, what we are doing to people, and there is 
tremendous need for national leadership in understanding that 
phenomenon and providing national leadership to coordinate the 
efforts of the variety of Federal bureaucracies that impact this pop- 
ulation and the States, the service coordination. 

Second, would be services research. I think the testimony today 
youVe heard repeatedly, and you are hearing from is, somebody 
who has to do it everyday: there isn't good data out there about the 
population, their characteristics. And especially, as Dr. Frazier 
said, service models that work for well-dia^osed population. 

We also need to bring psychiatry and medicine and good health 
care back into working with this population, so that we do fcood 
screening and diagnosis, nnd then I think where we really need 
some national help, is developing those services models that re- 
spond to the population, once identified. 

Three, we need a lot of help with data, one of the real problems 
we had. I was involved, back in the l?70*s, with some negotiations 
with the Health Care Finance Administration, trying to improve 
mental health services for the mentally ill. There is no Medicaid 
national data system for mental health. It is very fragmented. 

We need a lot of work on the characteristics of the population, 
incidence and prevalence, and the financing of mental health serv- 
ices. Clinical training and clinical training which focuses upon 
partnership models and knowing how to work with other profes- 
sionals — one of the things that we are seeing with working with 
this population is the concept of creating clinical service teams; 
that you bring together a psychiatrist and a social worker, and 
they work with other people around a group of patients. Very effec- 
tive models of care. 
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Yet our training programs aren't recognizing those modalities. 
We know a lot, but we need to influence, at a national level, what 
the new generation of trained professionals should look like. 

We need technical assistance and technology transfer. We need 
help to know the good programs that work in other areas, and to 
bring people in to he^p us improve our service system and develop 
models. 

And I think, lastly as I kind of started out by saying don't do 
services, but I do think that service demonstration and the model- 
ing of large-scale demonstrations would be very^ very useful and 
very important. Two hundred million dollars for direct services 
spread across the 50 States, while I'm glad to get a little of the 
block grants in Philadelphia, it's a very small percentage of my 
overall service delivery system. 

We are spending about $100 million on mental health services in 
Philadelphia. Four percent of that is from the block grant. While I 
wouldn't like to give it up; I would contend that probably th 
money could be better spent than is currently being spent. 

Mr. Weiss. I want to thank both of you very much for very im- 
portant testimony. We appreciate your spending so much time with 
us, and we look forward to hearing from you again as we proceed 
in this investigation. 

Ms. Knisley. Thank you. 

Mr. Weiss. The subcommittee now stands adjourned, subject to 
the call of the Chair. 

[Whereupon, at 3:30 p.m., the subcommittee adjourned, to recon- 
vene subject to the call of the Chain] 
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JMUOWTTOOT «wrA 

ONE HUNDREDTH CONGRESS **« « .w. - uN<m 

ConfirtsB of the Sratd States 

HoiiBt of Htprtstntatiots 

HUMAN RESOURCES AND 
INTERGDVERNMENTAL RELATDNS SUBCDMiyHTTEE 
OPTHC 

COMMITTEE ON GOVERNMENT OPERATIONS 
MYtUKN HOUU OfFtCI lUllOWO. ROOM t-)72 
WASMNGTOM. DC 206 16 

June 5, 1987 



The Honorable Ian Macdonald, H.D. 
Administrator 

Alcohol, Drug Abuse, and Mental Health 

Administration 
5600 Fishers Lane 
Rockville, Maryland 20857 

Dear Dr. Macdonald: 

I regret that you were unafc'.e to participate in the May 
19 hearing on the Federal role in providing services for the 
aentall'/ ill. 

I am writing to request that you respond to the 
following questions as specifically as possible, to complete 
the hearing record. I would appreciate receiving your 
responses by June IS, 1^87. 

1. Medicaid services are limited to "on-site" services, 
and thus can't be provided at shelters or other '^cilities 
used by the homeless. Does ADAMHA believe that Jff-site" 
services could be more efiective than on-site services for 
reaching the homeless mentally ill? 

2. Medicaid does not fund psychiatric rehabilitation 
services, such as training in community living skills, 
specialized vocational services, and activities that support 
the individuals ability to function in the community. Does 
ADAMHA consider those kinds of services cost-effective, and 
what recommendations, if any, has ADAMHA made to include 
those types uf services in Medicaid coverage? 

3. At the May 19 heafing, the subcommittee heard 
testimony that Medicare and Medicaid services for the 
mentally ill do not reflect the often superior cost- 
effectiv#..esc of outpatient services and services that are 
provided by non-medical personnel. What specific efforts is 
ADA^A 01 NIMH making to influence mental health services 
thaM are available through Medicare and Medicaid? 
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The Honorable Ian Macdonald, M.D. 
June 5, 1987 
Page Tvo 



4. In 1983, HHS and HUD issued a joint report entitled 
"Federal Efforts to Respond to the shelter and Basic Living 
Heeds of Chronically Mentally 111 Individuals." This report 
was the result of several yearf; of collaborative work, and 
included many sound recom^jendations . Two of the 
recommendations were that H^FA and the Social Security 
Administration would r.eek to identify and remove barriers 
that impede state and local efforts in meeting ssl 
recipients' shelter and basic living needs, and that the 
Public Health Service would "collaborate with and seek to 
assist HCFA and SSA in an effort to develop cost-effective 
policy options for better meeting the needs of this 
population." What specific actions has KHS undertal'sn since 
1983 tc implement t'\ese recommendations? 

5. What national statistics does NIMH collect on mental 
health, and how does this reporting system compare, in size 
and scope, with statistics on physical health collected by 
the National Center on Health statistics? 

6. >Jhat specific changes would naed to be mr.de in the 
current UxICi research and statistical reporting program in 
order to provide nationwide informal' ion about the need for 
community support services, and other gaps in mental health 
services that were discussed at tha May 19 hearing? 

7. Please provide information about KIMH's 
dissemination of rosearch findings on t^e most effective 
treatment of the violent mentally ill, 

8. Please provide statistics on the number of nikh 
publications for the Antisocial and violent Behavior Branch 
for FY 1985 and FY 1986 coap«rea to the number for FY 1980 
and FY 1981, 

9. Please provide the number of technical information 
visits to states b.' staff of the Antisocial and violent 
Behavior Branch for FY 1980 and FY 1986, tmd the number of 
requests for visits that were denied, 

10. What amount of money has been set aside for HIKH 
evaluations of service programs for FY 1987? What evaluation 
studies have been funded, how much has been spent, and how 
does the funding level compare with the amount set aside for 
FY 1985 and FY 1986? 
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11. Please describe in detail the current status and 
ongoing activities of the HHS Honeless Task Force, including 
but not United to the nuaber of oeetings during 1987 
compared to FY 1985-86. 

12. For the past two years, NIMH has provided funding 
support for a national clearinghouse to assist providers 
workiiig with hoceless oentally ill persons. Does NIMH plan 
continued funding of this project in FY 1988 and FY 1989? 

IJ. What special activities has NIMH undertaken to help 
States and localities address the unique neuds of various 
recognized subgroups of the homeless oentally ill population, 
such as ninorities, faailies, and subtance abusers? Please 
describe any programs or service systens research regarding 
these subgroups. 

14. Please describe the staffing and adainistration of 
the rural nental health denonstration projects, including any 
coordination with other service demonstration programs such 
as the Coanunity Support Progran and the Child and Adolescent 
Service Systems Program. 

15 . When appropriations are approved for the State 
Mental Health Planning Act of 1986, what staffing is planned 
to implement the program? 

16. At the May 19 hearing, tne subcommittee heard 
testimony that St. Elizabeth's Hospital patients are often 
relea';ed with no where to go except shelters for the 
honel<!SS. Since this is a Federal facility, what is HHS 
doing to prevent this from occurring while St. Elizabeth's is 
still under Federal control? 

17. In order for psychiatric* hospitals to be eligible 
for Medicare and Medicaid reimbursement, they must be 
accredited by the Joint Commission on Accreditation of 
Hospitals ( JCAH) . St. Elizabeth's will lose its JCAH 
accreditation when it is transferred to D.C., and will then 
reapply for accreditation. This could take at least several 
months, and, in the meantime, patients will not be eligible 
for Medicare and Medicaid reimbursement. What steps has 
ADAMHA taken to prevent this loss of coverage? 



18. \n^\t is the current status of NIMH's search for a 
Di sec tor? 
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19. Zn FY 1986, OHB disapproved a NIMH study proposal 
entitled "Mental Health Utilization and Reiaibursenent 
Patterns Survey", and in FY 1985, 0MB disapproved a study 
entitled "ADM Knowledge outcome of Prinary care Residents." 
Please provide the Subcoamittee with the research protocols 
for these studies, the Initial Review Group docunents, and 
all other HHS and 0MB documents regarding these proposals. 
Include */ infonsation eibout plans to restibmit these 
proposals co OMB. 

20. Please submit the information regarding the number 
of mental health professionals that are trained to work with 
the homeless mentally ill and the elderly mentally ill, 
referred to on pp. 118-119 of the hearing transcript. 

Than.c you again for your cooperation. 



WEISS 
chaiiiaan 
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DEPARTMENT OF HEALTH i HUMAN SFRVICES 



Off<« of the Asst$taru S«c/etafy 

for Legislation 
Washington. 0 C. 2C20I 



Ott<9 ct ihc Secretary 



jjt\ 22 m 



The Honorable Ted Weiss 
Ch^kirn^n 

Subconnittee on Human Resources 

and Intergovernsental Relations 
Cosnoitcee on Government Operations 
House of Repr«dsentatives 
Washington, D.C. 20515 

Dear Mr. Chairman: 

This is in response to your letter to Dr. Ian Macdonald, 
Adoinistrator of the Alcohol, Drug Abuse, and Mental Hsalth 
Administration, requesting answers to a number of questions as 
part of the Subcommittee's May 19 hearing record. Enclosed are 
those responses. We appreciate your consideration of extending 
the deadline to June 22. 

X£ we can be of further assistance, please call the Office 
of Health Legislation (245-7450). 



Sincerely yours. 




Ronald F. Docksai 
Assistant Secreta 'y 
for Legislation 



Enclosures 
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1. ODSSTION: Hedicai:j services ace limited to 'on-site* services* and 
thus cann***: be provided at shelters or other facilities used by the 
hoffieless* Does ADANBA bolieve that *o££-site* services could be more 
effective than on-site services for reaching the boneless mentally ill? 

ANSWER ! Medicaid funding of "off-site* clinic services at facilities 
serving the boneless population would likely reach many more homeless 
mentally ill people than are cjrrently being served through *on-:site* 
services. However, we recognize that there are problems and complexities 
with eligibility determinations* record keeping* and quality control 
which need to be taken into account with *off-site* services and defer to 
the Health Care Financing Administration and the Congress in this regard. 

States have the option of covering Kedical or remedial services provided 
by licensed practitioners within the scope of practice as defined by 
State law. Thirty-six States provide these optional services. States 
also have the option of providing diagnostic* screening, preventive and 
rehabilitative services provided by licensed practitioners within the 
scoPe of practice as defined by state law. Tbore is no *cn-site* 
provision for these optional services. 
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2. COESTIOH : Medicaid does not fund psychiatric rehabilitation 
services, such as training in consaunity living skills, specialized 
vocational services, and activities that support che individuals ability 
to function in the comnunity. Does ADAHHA consider those kinds of 
services cost-effective, and what recoRunendations, if any, has ADAHHA 
Rade to include those types of services in Medicaid coverage? 

ANSWER: Psychiatric rehabilitation services can reduce the need for 
inpatient services, can reduce si"-ptojnatology, and can improve the level 
of functioning and quality of life for persons with serious mental 
illness. For example, research by Professors stein. Test, and Weisbrod 
found that patients trained in community living skills had spent a mean 
of only 6.51 days in the hospital while the control patients had spent a 
mean oC <.^.74 days. However, existing studies are Incomplete and 
comprehensive replication studies have not yet been performed. 

There is no research which permits us to identify the optimal treatment 
to meet specific patient needs. As Dr. John Talbott pointed out in a 
recent summary of research on persons with chronic mental illness, we 
need to know more about the cost-effectiveness of various treatments, or 
even what s, icific treatment and care elements work for which types of 
patients and in what settings. 

Thus, while psychiatric rehabilitation services clearly can be very 
helpful, there is insufficient research on which to base reconcnendations 
concerning coverage of such services under Medicaid. 
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3. QOESTION : At the May 19 hearing, the subcoirinittee heard testimony 
that Medicare and Medicaid services £or the mentally ill do no reflect 
the often superior cost-effectiveness of outpatient services and services 
that are provided by nonmedical personnel. What specific efforts is 
ADAMRA or NIMH making to influence mental health services that are 
available through Medicare and Medicaid? 

answer: adaMHA has two distinct types of efforts underway— basic 
research and policy analysis — that may influence the coverage of mental 
health services under the Medicare and Medicaid programs. 

o First, NIMH is supporting basic research into the effectiveness and 
cost-effectiveness of various mental health treatment modalities. At 
present* little is known about which kinds of treatments are most 
effective for different types of mentally ill patients. Even less is 
known about the relative cost-effectiveness of alternative treatments. 

o TO iaprove our understanding of cost-effectiveness* NIMH is 
developing two specialized national research centers that will 
specifically focus on the 'Organization and Financing of Mental 
Health Services to the Seriously Mentally 111.* The centers will 
bring together clinical* organisational management and economic 
specialists for the conduct of cross-disciplinary studies. This 
initiative has generated considerable interest nationwide* with ten 
applications received for the first center* to be funded in Fiscal 
Year (PY) 1987. Subject to the availability of funds* a second 
center is planned for- FY 1988. 

Other research efforts Include $2 million available through NIMH in 
FY 1987 foi' support of special research on the provision of mental 
health services to persons with serious mental illness. We hope that 
an improved knowledge base regarding both treatment effectiveness and 
cost-effectiveness will facilitate development of sound alternatives 
to the present system. 

o Secondly* ADAMHA has established a Financing and Reimbursement 

Steering Committee composed of representatives from NIMH* NIAAA* and 
NIDA. The Committee will address a broad range of coverage issues 
related to mental health and substance abuse services. The group's 
mandate includes reimbursement issues related to both public 
(Medicare and Medicaid) and private sector policies and* as 
appropriate* works in collaboration with other parts of the 
Department* including the Offices of the Assistant Secretary for 
Health (ASH)* the Assistant Secretary for Planning and Evaluation 
(ASPB)* and the Health Care Financing Administration (RCFA). A 
current initiative is a reexamination of the outpatient psychiatric 
benefit in the context of evolving high-quality medical practice and 
implications that may come frou the Department's prospective payment 
and catastrophic initiatives. 
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4. QDESTIONt In 1983. HHS and HOD issued a joint report entitled 
•Federal Efforts to Respond to the Shelter and Basic Living Needs of 
Chronically Mentally III Individuals.* This report was the result of 
several years of collaborative work, and included many sound 
recoiranendations. Two of the reconinendations were that HCPA and the 
Social Security Administration would seek to identify and remove barriers 
that impede State and local efforts in meeting SSI recipients' shelter 
and basic living needs, and that the Public Health Service would 
•collaborate with and seek to assist HCPA and SSA in an effort to develop 
cost-effective policy options for better meeting the needs of this 
population.* What specific actions has HHS undertaken since 1983 to 
implement these reconwendations? 

ANSWER ; Ihe NIMH Community Support Program (CSP) has supported 
numerous activities to assist States and communities^ as recommended in 
the report. Among these activities are: 

o Co-funding, with the National Institute on Disability and 

Rehabilitation Research, Department of Education, a 3-year research 
and training project at Boston University on rehabilitative 
residential services. The project has developed a data base to 
support needed future research, provided telephone and on-site 
consultation to almost every State, developed several usefui 
technical assistance manuals, and identified and disseminated 
information nationally on effective residential models and financing 
mechanisms. 

o Developing a major monograph on the use of private sector financing 
for housing the population and a manual on housing development iscues 
for family members. 

o supporting, through a contract with the University of Vermont, 

intensive consultation to nine States on planning and implementing 
residential programs. A second major contract is planned for FY 1988. 

o Convening approximately 20 workshops during the past 2 years for 
State and local mental health staff and family members on effective 
residential service models and financing issues. 

o Working collaboratively with State mental health commissioners on 
joint problem solving and information dissemination related to 
meeting the residential service needs of the population. 

In addition to the above, the Program is planning to support in FY 
1988, two national research and technical assistance centers focused 
on residential services for the general long-term mentally ill 
population including the homeless mentally ill population. 



er|c 



173 



170 



4. QUESTION (continued) 

The NIHH Division, of Biometry and Applied Sciences has been engaged 
in a cooperative agreement with the University of Maryland Hedical 
School to conduct an evaluation of the joint Pobert Wood Johnson 
Poundation/HOD/HHS Program for the Chronically Mentally 111, This 
Joint private/public sector initiative is designed to demonstrate a'*'^ 
evaluate model service programs for chronically mentally ill persc..^ 
In nine of our Nation»j largest cities* A pVimary objective of this 
collaborative endeavor is to develop urban mental health authorities 
that will assume clinical, administrative, and fiscftl responsibility 
for the entire chronically mentally ill population within each urban 
area, including those that are homeless* 
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5, 90ESTI0.1 ; . What national statistics does NIMH collect on mental 
health and 'low does this reporting system compare in size and scope, with 
8tati8ti<*8 on physical health collected by the National Center for Health 
Statistics? 

ANSWER: The NIhH survey and Reports Branch collects national 
statistics primarily through mail surveys on specialty mental health 
organizations and the patients they serve; conducts applied demography 
research; engages in the development and refinement of minimum data sets 
that serve as standards for the field; and operates the annua. National 
Conference on Mental Health -Statistics. . Attachirent A details 
representative projects currently being conducted by the Branch. 

NCRS is the Federal government's principal aeneral purpose health 
statistics agency. NCHS collects data on a wide range of health topics 
through the National Vital Statistic? Program^ and through an extensive 
program of interview, examination, provider, and institution based 
surveys. 

The scope of tht surveys undertaken by NIMH Survey and Reports Branch 
focuses prinarily on mental health organizations and facilities. Thus, 
these facilities surveys are not comparable to the range of activities 
and surveys conducted by NrHS, and any a^teiopt at comparison would be 
more misleading than instijctive. 
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Attachment A 



REPRESENTATIVE PROJECTS FROH THE NATIONAL MENTAL HEALTH STATISTICS PROGRAM 



The Survey and Reports Branch collects national statistics on specialty 
nental health organizations and the patients they serve; conducts applied 
denography research; engages in the development and refinement of minimum 
data sets that serve as standards for the field; and operates the annual 
National Conference on Mental Health Statistics. Representative current 
projects include: 

^ The 1986 Inventory of Mental Health Organizations and General Hospital 
Mental Health Services — A periodic, complete enumeration survey of 
specialty mental health organizations, designed to collect information 
on organizational characteristics, programs offered, aggregate patient 
characteristics, patient movement statistics, staffing, revenues, and 
expenditures, 

" The 1986 Client /Pati e nt Sample Survey of Inpatient Outpatient, and 
Partial Care Prograg — A sample survey designed to collect 
soci^demographic, clinical, and service information on admissions, 
terminations, and persons continuing care. 

" The Inventory of State Prison Mental Health Services — A complete 
enumeration survey designed to collect information parallel to that of 
the 1986 Inventory oV Mental Health Organizations and General Hospital 
Mental Health Services. This survey will be implemented in 1987* j8, 

^ Economic Market Behavior of Mental Health Organizations — A project 
designed to investigate the impact of demographic and se rvic e 
characteristics of different geographical areas upon the behavior of 
specialty mental health organizations within those areas. 

Health Demographic profile System — A 5*ries of mental illness risk 
indicators de :ived from the decennial U.^. census available for 
different geographical aggregations from census tracts to States. 

^ Minimum Data Sets for the Mental Health Statistics Improvement Program - 
- Sets of recommended variables for recoruing information on 
organizations, patients, staffing, and finances that are currently being 
revised. These reviaions will be available early in 1938. 

^ 1987 National C onference on Mental Health Statistics — The 36th annual 
conference fot ^tate mental health statisticians designed to ad(Sress 
statistical, research, and policy issues of current interest. Meeting 
vas held in Deirver, Colorado on May 17-20, 1987. 
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(* Qtt tSTioN ; Khat spucific 'Changes vou^^ need to b« nade in the current 
NIMH kJsearch and statistical reporting progran in order to provide 
nationwide inforaation about the need for comunity support services » and 
other gaps in mtntal health services that vere discussed at the Hay 19 
hearing? 

ANSWER ; With respect to the dev«lopn«nt o^ nationwide inforaation 
about the need for coanunity support services^ the National Mental Health 
Statistics Program has undertaken evaluation studies^ under the 1 percent 
set aside^ to pilot test a siethodology for estimating the sir of the 
seriously and persistently lacntally ill population in the state and local 
areas* This pilot work has shown considerable promise as a tool for 
planning the delivery of services to this population* 

In order to further refine and assess this methodology # additional 
research is needed to develop (1) a nationwide indicator system* for 
application in State and local areas# that defines need for mental health 
services on the basis of variables provided by the 0*S* Bureau of the 
Census^ and (2) the validation of this system using unidentified records 
from Social Security Administration (SSA) Supplemental Security Income 
(SSI) and Social Security Disability Insurance (SSDI) recipient files for 
persons with mental disorders* The latter system has already been 
successfully piloted by hIMH* 

t^tt Institute's analysis of the organization and adequacy of current 
mi al health service systems is conducted primarily through rese ,rch 
pro tct graAts and through the recently announced centers for the study 
of organization and financing of mental health services to the seriously 
mentally ill* We aptiicipate that the statistical indicator system noted 
above would aid in the identification of gaps in mental health services, 
but the full development oC this system will depend on Cooperative 
funding arrangements with other interested Federal agencies* 




ERIC 



174 



7* OUESTiow; Vleasc provide infomation about NIHH*s disseninahion ot 
research findings on the aost effective treatrcnt of the violent nentali^ 



AKSWER; The Antisocial and Violent Behavior Branch ot NZH" a:(ir< 
the treatatnt of the violently mentally ill* it sponsored a usf 
workshop in North Carolina in Kay 1987 and published a aono9r4p 
topic# "Clinical Treatnent of the Violent Person** About 2#00U 
this aonograph were distributed by mm, focusing especial..^ on v ^«)» 
directly involved in working with the nentally ill and nentally <?isordircd 
offenders^ including the directors of Forensic Hcntal Health Prcgra&s in 
the States* 

Another isonogrsph is now be in developed on current knowledge and research 
directions concerning childt and youth ho are both emotionally 
disturbed and aggressivi/violent* This aonograPh is based on the acorf>- 
mentioned NIKH->cosponsored conference on No^t.h Carolina's progran to 
identify such youth who do not receive adequate services in least 
restrictive settings* The prooran constitutes a unique resource for 
learning aore about the characteristics of these youth, the treatD^nts 
that see9» aost effective^ and the course of thei4 developsent* 
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6. pDBSTION ! Please provide statistics on .the number of NIHH 
publications for the Antisocial and Violent Behavior Branch for 1985 
and Py 1966 compared to the number for PY 1980 and PY 1981. 

AKSWER : Li 1965-1986, the Antisocial and Violent Behavior Branch 
funded 4 monographs: 'The Hentally Disordered Offender' (Seymour Ralleckr 
H.D.)» •Clinic! Treatment of the Violent Person' (Loren Roth, M.D.), 
"Developing Ja 1 Mental Health Services* (Henry Steadmanr Ph.D.)r and 
'Directory of rograms and Pacilitiec for Hentally Disordered Offenders* 
(Joffr^y Rothr Ph.D.. and Charlotte Kerrr Ph.D.). 

In 1960-1981 r the Branch (then called the Center for Studies of Crime and 
Delinquency) funded the development and publication of 3 monographs: 
"Civil Commitment and Social Policy; An Evaluation of the Massachusetts 
Mental Health Reform Act of 1970' (Louis McGarryr M.D., et al.), 'The 
Clinical Prediction of Violent Behavior* (John Monahan, Ph.D.), and - 
Puture of Crime* (Greshnm Sykes, Ph.D.). 
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9* QU^STtOK ; Flease provide the number of technical information visits 
to States by staff of the Antisocial and Violent Behavioi: Branch for FY 
1980 and PY 1986, and the nut&ber of requests for visits that were denied, 

ANSWER ; The Chief of the Antisocial and Violent Behavior Branch, 
Or* Saleen Shah, made six '^"Chnical assistance visits to State agencies 
and programs in 1980: Texasr New Mexico, Maine, Oregon, Illinois, and 
Washington* No requests for technical assistance consultatioi. were 
denied that year. 

In 1986, Or* Shah nsde five technical assistance visits: Massachusetts, 
Ohior New York, South Carolina, and Colorado. Staff of the Antisocial 
and Violent Behavior Branch mh^^"*. four technical as3istan':e visits in 
1986: Alaska, Indiana, California, and Florida. The Branch was una^ '^e 
to cespond to requests for technical assistance from Utah, Wisconsin, 
Maine, Rhode Island, Oregon, Hawaii, and Guam* 
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JO* OOESTIOW; What amount of money has been set aside for NIMH 
evaluations of service programs for P¥ 1987? what evaluation studies have 
been funded, how much was spent, and how does the funding level compare 
with the amount set aside for PY 1985 and PY 1986? 

ANSWER ; The 1 percent evaluation funds contributed by nIHH are 
pooled, with other ADAHHA 1 percent funds, within the Office of the 
Administrator. One-half of this 1 percent pool is available for 
expenditure by AOAKHA. All ADAMBA evaluation projects which are a/proved 
by the Office of the Asr^istant Secretary for Health and the Office of the 
Assistant Secretary foe Planning and Evaluation for funding, compel for 
these available funds. Projects are selected for funding based upon their 
relative priority ranking among the universe )f projects eligible for 
funding. 

Three additional evaluation projects (amounting to $339,500) are eligible 
for funding later in PY 1987 should funds be available. These projects 
include: DevelopiPent of Evaluation Methodologies for Community Support 
Program Homeless Demonstration Projects; Access and Availability of 
Services for Severely Emotionally Disturbed Childien and Adolescents? and 
Evaluation Assistance to the Elderly Comnunity Support Prograr 
Demonstration Projects. 

It is still too early to say what amount of funds will be expended for 
evaluation projects In PY 1987. Por PY 1986, $203,282 were expended: and 
for PY 1985, $387,027 were expended. 
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11. QDBSTIOW >' Please describe in detail the current status and ongoing 
activities of tUe BBS Bomeless Task Force, including but not liirited to 
the nuaber of Me tings during FY 1987 cospared ti FY ISSS-^SG. 

AMSWao The Federal Task Force on the Boneless is currently located 
in the Office of Cowtunity Services (OCS) in the Family Services 
Administration (FSA) , BBS. The'Task Force is under the direction of 
Aobert ft* Levis r Deputy Director of OCS* The foraer Chairman of the Task 
Force, Barvey Vieth* left the Federal Gove rraent May 1. The Vicr-Chair 
is James Stimpson, Deputy Assistant Secretary for Policy Development:* 
Department of Housing and Urban Developsenv":. The Task Force is presently 
staffed by tbe Deputy Directory two other professionals* and a secretary. 

TWO meetings of the Task Force have been held in FY 1987; one in October 
and one in April, ^ree Task Force meetings were held in FY 198S and 
three in FY 1986. 

The Task Force iforks to: 1) identify and coordinate existing Federal 
resources for use by State, local r and private ag"" ies; 2) cut red tape 
and remove impediments to the use of Federal resources for the homeless; 
3) serve as a broker between Federal agencies and Statr^«. local and 
private agencies; 4) g&ther and disseminate practical information useful 
to State and local goverajents and shelter and soup kitchen providers. 

Specific cngo{i!9 activities inci^ude: 

o RoAponding with lettars* information packages and referrals to 
^0-^75 requests for information and assistance per week; 

c Prepjiring for implementation of new Clearinghouse activities 
autbbcized by the Presitlent's FY 1988 budget; 

o Coordinating the '.cansi'er of surplus food from Department of 
Defense Commissaries to food banks around the country. 
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12* QUESTION t For tAe past 2 years, NIMH has provided funding support 
for a national clear ingtiouse to assist providers working with hooeless 
jttentally ill psrsons* Docs HIMfl plan continued funding of ttiis project 
in 1988 end FY 1989? 

ANSWER: i^iMfl competitively awarded a 2~year, $287,174 contract to 
Macro Systems, Inc», on oune 30, 1986, to support CHAMP, the National 
Clearinghouse on Homelessness Aoong Mentally ill People* The TOntract 
will terminate on June 29, 1988* Under Federal regulations, this 
contract cannot be continued or extended after the te*>4Bination date 
without t>eing re-coapeted. 

One of the tasks of the second year of the CHAMP contract requires the 
contractor to develop a long-term funding strategy for the project* 
After that task is completed, NIMH will assess the need for the pre <v:t*s 
continuation in relation to the availability of Federal and alternative 
sources of funding s >pport* 
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13. QasSTlON t Wbat special activities bas NiMfi undertaken to help 
States and localities address the uni<;ue needs of various subgroups of 
tbe homeless nentally ill population sucb as minorities, families, and 
substance abusers? Please describe any proqrams or service systems 
researcb regarding these subgroups? 

ANSWSR t Since 1983, NIHE hns supported a broad range of research, 
service demonstration, and technical assistance projects at the State and 
local level. These activities have focused on the homeless mentally ill 
population. Significant sasqples include: 

o Minorities - Under contract to NIHfi, Dr. Marsha Martin of the 
Hunter College School of Social Work reviewed NIMH-funded 
researcb on the boneless nentally ill to assess its implications 
for ethnic and racial minority persons* Tbis report has been 
widely disseninated to both researchers and service providers. 
Additionally, 'reveral NIMB-funded researchers have undertaken 
secondary analyses of their data to also examine its relevance 
for this 3Ubqroup of the homeless mentally ill population. 

o Families ~ In April, 1937, NIMB convened a workshop to examine 
the mental health needs of homeless families and children. These 
national experts helped define the issues relevant vc service 
delivery for this population and made specific suggestions about 
appropriate mental bealt!i interventions. 

o Substance ADusers - In 1985, NIMB awarded a 2-year grant to the 
University ot Maryland Department of Psyc:iiatry to examine the 
research, training, and service needs oC the dually diagnosed 
population with mental health and substance abuse disorders. The 
University established a Task Force on this population and has 
produced a report documenting the problems of the broader 
population, including those who are boneless. 

o Women - In October, 1966, NIMB convened a colloquium of 

ethnographic researchers to report on their experience with 
homeless and.uoc dess mentally ill women. The findings o£ this 
meeting are being finalized and will be widely disseminated to 
service providers. 
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13» QDESTION (continued) 

AlsOf NIMH is undertaking service systems research on the homeless 
■entally ill population, it is funding research on the provision of 
aental health services to homeless persons who are mentally ill 
through a grant to Johns Hopkins University. It is cooperating in 
the evaluation of the Bohert Hood Johnson Foundation — O.S. 
Departaent of Housing and OrDan Development Program for the 
C hronically Mentally HI which is funding 9 cities to put in place a 
sydtea of care for the chronically mentally ill, including the 
mentally ill who are homeless. This evaluation is jointly funded by 
the tohert Wood Johnson Foundation and the Federal Government. NIMH 
is the lead agency for the Federal effort to evaluate the 
effectiveness of the $1004- million public-private initiative. 

NIMH consults with States and localities on various methodologies 
for estimating the number and subcategories of homeless persons who 
are mentally ill and is conducting a state-of-the-art conference on 
research methodology which will enable more researchers to submit 
research projects in this arfa* 
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14. yOBSTION; Please describe the staffing and adainistration of the 
rural nental health demonstration projects, including any coordination 
with other service demonstration programs such as the Community support 
Program (CSP) and the child ?.nd Adolescent Service Systems Program 
(CASSP). 

ANSWER: The review of the applications for the rural mental health 
demonstration will occur in the next few weeks. The program announcement 
and evaluation plan is being coordinated with the HRSA and USDA, as well 
as the CSP and CASSP ncograms within NIMH. We are also coordinating this 
initiative with the NCHSR rural activities. The staff consists of cwo 
project officers, both physicians. 
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15. QCSSTIQN ;' Mhen appropriations are approved for the State Mental 
Health Planning Act of 1986, what staffing is planned for the program? 

ANSWER ; Present plans call for the assiqnment of one full-time 
professional to direct and administer this program. 



187 



184 



16. OnBSTIpN: At the May 19 hearing, tu^ SubcoauBittee heard testimony that 
SER p&tients are often released with no where to go except shelters for the 
boneless. Since this is a Federal facility , what is HHS doing to prevent 
this from occurring while-SBH 'is^'still under federal control? 

ANSWER ; The hospital policy is that patients should only be discharged 
efter appropriate after-care planning , which includes arrangements for 
bousing. We have investigated several allegations that the policy was not 
followed in the past; these allegations received media attention, adding to 
the misperception of the hospital's policy and practices. Only one such 
case has been verified; however, this occurred under very specific and 
unusual circumstances. The others have not been verified. 

For exarple, two local shelters have charged that the hospital, discharges 
patients to then. Thes<. charges have been thoroughly investigated and found 
to be erroneous or without foundation. Contrary to charges by the largest 
boneless shelter operator, the hospital does not drop patients off one block 
from the shelter. The largest homeless shelter for woth^n presented a list 
of 118 persons they believed were present or fornec patients of SEH; the 
hospital reviewed its records and determined that only 18 fron the list were 
known by st* Elizabeths, of which only 3 bad contact with the hospital 
during the preceding 6 months. 

Obviously, a serious problem exists because of these misperceptions. In 
addition, if a voluntary patient leaves the hospital precipitCdsly (within 
48 hours after request) against medical advice, she or he may not have 
adequate a.Tter->care. The law prohibits holding voluntary patients against 
their wishes and prohibits changing their status as inpatients fron 
voluntary to an energency or connitted status while they are >luntary 
inpatients. 

He recognize there is a legitimate need for psychiatric services for many of 
the boneless population. Discharges of patients from St. Elizabeths who no 
longer need active psychiatric care in an institutional setting nunber 
almost 3,000 per year. The majority of these individuals do return to their 
hones, tc; their families, and to their jobs as productive citizens. 
Occasionai.ly, when su^;3rt and services are not available, rehospitalization 
nay be r squired, and the aore unfortunate may end up amonq the boneless 
populatis'in. Addressing this problem is of high priority to the hospital and 
to ' National Institute of Mental Healt:k« We believe the solution 
requires a comnitaent and collaboration of local governments private and 
philanthropic organizations, and community based health and mental health 
systems* An extensive array of health, menta!, health, housing and social 
services are required to meet the needs of the homeless population. We will 
continue our efforts to provide technical assistance, consultation and 
collaboration *otb at the Institute and the hospital to addi ess this 
difficult problem which exists throughout* the Nation. 
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17* QOBSTiOH t in order for psychiatric hospitals to be eligible for 
Medicare and Medicaid r'^imhursement, they must be accredited by the Joint 
Connission on Accreditation of Hospitals (JCAH). St. Elizabeths will lose 
its JCAH accreditation when it is transferred to D.C., and will then reapply 
for accreditation. This could take at least several months, and, in the 
neantime, patients will not be eligible for Medicare and Medicaid 
reiiSburaement* What steps has ADANBA taken to prevent this loss of coverage? 

ANSWER; ADANBA and District officials are working together to assure 
that the Joint Coinni&'^ion on Accreditation of Hospitals (JCAH) will provide 
an extension to the accreJitation of Saint Elizabeths Hospital and its 
affiliated programs until such time as a survey of these programs, operated 
by the new conaission on Mental Health Services, can be conducted during the 
first half of ?Y 1988* At the preser*- time, after a series of discussions 
with representatives of JCAH, Medici, Medicaid, and the D*C* Department of 
Consumer and Regulatory Affairs, we are confident that accreditation and 
necessary certification will be uninterrupted* 

There hat been a great det^X of confusion surrounding the continued 
certification and accreditation of the components of the newly created 
Commission on Mencal Health Services* While it is possible that the JCAH 
may issue a technical diaaccreditation on the change of ownership of a 
hospital, this type of disaccreditation would have no immediate bearing on 
Medicare or Medicaid certification* Medicare aiid Medicaid are prohibited 
from withholding certification based on a change of ownership unless the new 
owner requests removal from the entitlement programs* 

I 

Medicare certification for psychiatric facilities can be based on JCAH 
accreditation* Osually, Medicare conducts an independent survey of two 
special conditions, adequacy of staffing and patient records* inasmuch as 
the transfer involves reaponsibility for St. Elizabeths* patients, programs, 
staff and facilities, we expect Medicare will make a new determination based 
on a survey of the D*C* Commission on Mental Health Services* 
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18. QDESTION : What is the current status of NIMH's search for a 
birector? 

ANSWER; The search corr&iittee net on <Tnne 22 and 23 to conduct 
interviews with the 14 candidates certified as highly qualified. Of the 
14, 4 are Federal employees and 10 are from outside the govcrnnent. Two 
of Che 14 are psychologists: the rest are psychiatrist:?. Two candidates 
are female, one of whom is also a minority, in the iu.^rin. Dr. prank 
Sullivan* Deputy Director, NIHH> has been serving as Acting Director. 
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19* QOESTION; In 196$, OHB ditapprovtd a HIHH study proposal entitled 
*Mntal Health Otilization and Reimburaenent Patterns Survey,* and in 
rt 1965, OHB disapproved a study entitled *AOM Knowledge Outcose of 
Primary Care Residents** Please provid 'the Subcoanittee vith the 
research protocols for these studies, the Initial Review G'/oup docunents, 
and all ottier BHS and OHB docusents regarding these proposals* Include 
4ny information about plans to resubmit these proposals to OMB* 

ANSWER: Requested documents are attached* NIMB has no plans to 
resubmit these projects given the OMB response* 
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20* QOESTION i Pltase sutMit the inforaation regarding the number o£ 
■ental health professionals that are tr^ined to work with the homeless 
Mentally ill and the elderly aentally ill« referred to on paqe3 118'-119 
of the hearing transcript. 

AHSWgR > aoMtless Hentally Zll-'-Znforaatlon on actual numbers off 
students ^being trained to work with the homeless aentally ill under NZHH 
training 'grants is not available. Unfortunc^el^^, progress reports 
pro*iided by Ntmh training grantees do not include specific information on 
thL nuab«rs of students influenced by grants supporting faculty 
developaent and specialized curricula* 

However , aany of the NIMH disciplinary training grants focus on the 
preparation of graduate aental hesltn prof essionals ' work with the 
hoaeless aentally ill population. For example, one of the four 
psychistric nursing clinical training grantees adJressing the aentally 
ill hoaeless has developed a new course which focuses on case findinu, 
case aanagebentr arJ l^ient advocacy for the aentally ill who are 
hoaeless* Clinicsl prsctice sites for students include shelters, soup 
kitchens, ^snd aobile crisis units* Both socisl work and psychology 
training prograas contain training projects addressing rural mentally ill 
hoael%9s persons* Another social work project addresses ainority 
aenCally ill hoaeless persons. 

Mentally ill older persons — Through 1986, the N2HH supported training of 
157 fellof't for work with mentally ill older persons. These fellows, 91 
post-residency in psychiatry, SS post-doctoral in psychology, ii 
post-masters in social work and nursing have taken the following 
position*! 

60 percent acadealc 

34 percent general hospitsl, VA, coaaunity aental health, stat« h *'al 
6 percent pri'ir^ie practice 

Currently the NIMH is supporting the training of 65 fellows for work w*ii. 
aentally ill older persons. This includes 36 psychiatrists, 23 
psychologists, snd 5 social workers* in addition, the NIMH in providing 
stipends for 9 psychology interns, or doctoral students, 18 nursing students, 
dfid 16 social work students to w^'rk with this population* 
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July 10, 1987 



The Honorable Ian Kacdonald, K.D. 
Administrator 

Alcohol, Drug Abuse, and Mental Health 

Administration 
5600 Fishers Lane 
Roc)cville, Maryland 20857 

Dear Mr. Administrator: 

Z am writing to request responses to four questions in 
ay June 5, 1987, letter, which were not adequately answered 
in your letter of June 22. 

In Question f5, Z ashed about the size and scope of 
national statistics gathered by NIHH on mental health. The 
response did not include information about the size, and only 
vague information about the scope of such statistics. Please 
provide specific information about the number of surveys, the 
samples involved, the specific information gathered, and the 
data analyses conducted.. 

In Question flO, which pertained to evaluations of NIHH 
service programs, I asked "What evaluation studies have been 
funded, how much was spent, and how does the funding level 
compare with amount set aside for FY 1985 and FY 1986?" The 
response essentially said that it was too soon to tell, since 
the year is not over yet. I am well aware that FY 1987 is 
not over yet, but request that the • response include 
information about how much money was spent through the third 
quarter of FY 1987, and exactly what the spending plans are 
for the remainder of FY 1987. 

in Question fl4, I asked about the coordination between 
rural mental health demonstration projects and other service 
demonstration programs, such as CSP and CASSP. The response 
provided merely says they are coordinated, but provides no 
information about this coordination. Please describe any 
coordination activities, such as meetings, within NIMH, or 
within the States, that have taken place as of June 1, 1987, 
or since then. 
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The Honorable Ian Macdonald, M.D. 
July 10, 1987 
Page Two 



In your response to Question 116, you state that HHS has 
investigated accusations that St. Elizabeth's patients have 
been released to shelters for the boneless, and that "These 
charges have been thoroughly investigated and found to be 
erroneous or without foundation." Please provide 
documentation and other information about these 
investigations. 

I would appreciate receiving these materials by July 20, 
1987. If there are any questions about the information that 
we are requesting, please contact Dr. Diana zuckerman of the 
subcommittee staff. 

Thank you again for your cooperation. 




'ted WEISS 
Chairman 
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DEPARTMENTOF HEALTH & HUMAN SERVICES 



PubK H««tth Serve.} 



Alcohol. Drug Abus«. sod 

Mental He«tth Admintjti •tJoo 
Rockva« MO 20857 



The Honorable Ted Weiss 

Chairman, Subcccnittee on Intergovernmental 

Relations and Hunan Resources 
United States House of Representatives 
Washington, D.C. 20S1S 

Dear Hr. Chairman: 

I am writing in response to your letter of July 10, 1987, in which you reques.ed 
supplementary infonoation concerning four specific answers from our original 
subtaission of twenty answei^ suboitted ort June 5. 

Please find enclosed the additional infomation you requested including relevant 
documentation concerning each of these questions. I regret any inconvenience 
that this nay have caused in completing the hearing record. 



Enclosures 

Answer Nunber 5, Revised 

Answer Nuaber 10, Revised 

Answer Nirober 14, Revised 

Answer Kinber 16, Revised 



Sincerely, 




OorfSio Ian «( 
Administrator 



Id," M.D. 
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Additional inforsation to question eS 

Attaclment A (expanded from tbe earlier submission) details 
representative projects currently being conducted by the Survey and 
Reports Branch, NIMH. In 1986 the NIMH conducted two isa^or surveys 
(referred to as itens 1 and 2, Attachaent A), each of which is described 
below t 

The latest biennial inventory of Mental Bealth Organixatior s and General 
Hospital Mental Health Services covered fiscal year 1986. It included 
approxlnately 4,000 specialty mental health orqanixations known to NIMH. 
Results are currently being compiled. The inventory provides overall 
descriptive information about specialty mental health service 
organizations both for a given year and trend data for comparisons with 
previous years. Analyses include numbers of persons served, brief 
demographic and clinical characteristics of the persons served, staffing 
Information, and revenue and expenditure data that are presented by major 
program type (e.g., inpatient, outpatient, etc.), type of ownership, as 
well as by State. The information is reported tor each of these program 
Characteristics. 

The most recent Client/Patient Sample Survey covered approximately 25,000 
patients served during a sampling period in fisca} year 1986. Patients 
admitted, under care, ana terminated from inpatient, outpatient, and 
partial hospitalization/day care programs were sampled. The san^le 
permits the estimation of the count ot persons served within such program 
types. Detailed data on their demographic characterifttics, clinical 
profiles (diagnoses, sources ot referral, prior mental health care), and 
types of cervices received. The data represent both the 1986 time period 
and permit contrasts with the previous sample survey data, collected 
approximately every five years. Ana sen are conducted tor particular 
cohorts of patients (e.g., elderly, hizophrenic, those continuing under 
care, terminations, etc.) as well as tor the full sample which produces 
estimates for the United States. 
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Attachnent A 

REPRESENTATIVE PROJECTS FROM THE NATIONAL MENTAL HEALTH STATISTICS PROGRAM 



The SuiTvey and Reports Branch collects national statistics on specialty 
aental health organizations and the patients they serve; conducts applied 
deaography research; engages in the developaent and refinement of ninlmua 
data 5ets that serve as standards for the field; and operates the annual 
National Conference on Mental Health Statistics, Representative current 
projects include: 

1, The- 1986 Inventory of Mental Health Organizations and General Hospital 
Mental Haal'th Services — A periodic, coaplete enumeration survey of 
specialty aental health organizations, designed to collect information 
on organizational characteristics, prograas offered, aggregate patient 
characteristics, patient moveaent statistics, staffing, revenues, and 
expenditures. The survey included approximately 4,000 specialty aental 
health organizations, 

2, The 1986 Client/Patient- Sample- Sarvey of Inpatients Outpati^ent,- and 
Partial 'Care- Proftrams — A sanple survey designed to collect 
sociodenographic, clinical, and service information on adaissions, 
teminations, and persons continuing care. The survey included 
approxiaately 25,000 sample patients, 

3, The- Inventory of State Prison Mental Health Services — A complete 
enumeration survey design«u co collect information parallel to that of 
the 1986 Inventory of Mental Health Organizations and General Hospital 
Mental Health Services, This survey will be impleaented in 1987-88 and 
will include approximately 950 State prisons, 

4, Economic- Market Behavior t>f Mental Health Organizations — A pr/^iect 
designed to investigate the impact of deaographic and service 
characteristics of different geographical areas upon the behavior of 
specialty mental health organizations within those areas, 

5, Health Demographic Profile System « A series of mental illness risk 
indicators derived from the 1980 decennial U,S, census available for 
different geographical aggregations from census tracts to States, A 
similar system is planned for the 1990 census, 

6, Minimum Data Sets- for the Mental Health Statiatics Improvement Program - 
- Sets of recommended variables for recording information on 
organizations, patients, staffing, and finances that are currently being 
revised. These revisions will be available early in 1988, 

7, 1987 National Conferen: i on Mental Health Statistics — The 36th annual 
conference for State mental health statisticians designed to addrets 
statistical, research, and policy issues of current interest. Meeting 
was held in Denver, Colorado on May 17-20, 1987, 
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Additional infotmation to question #10 
One Percent Evaluation Pcogcamt 

Th(» NIMH sets aside up to one percent of the funds allocated for research 
(both extramural and intramural), and research training, for evaluation 
activities (Section 2313, Public Health Service Act). 

In PY 1987 to date, $119,500 has been conmitted or obligated for 
evaluations of services research, training, or demonstration Programs. 
(Some awards are not scheduled until the 4th quarter of the fiscal 
year.) The funds wi*l support the project - Evaluation of the Utility of 
National Reporting Programs (NRP) Data for Local Facilities. An 
additional $96,000 has been authorized for PY 1987 obligation for the 
Development of Evaluation Methodologies for Conmunity support Program 
Homeless Demonstration Projects. 

A comparison of- NIMH expenditures of 1 percent funds for services-related 
re£<sarch amounted to $387,027 in PV 1985, $203,282 in PY 1986, and an 
expected $215,500 in PY 1987. Therefore, projected PY 1987 expenditurer 
are slightly above the PY 1986 level but somewhat below the PY 1985 level. 

Other Services-^related Evaluation Activities: 

The NIMH also funds evaluations as integral componer4ts ot its services 
activities. 

CSP — Ten percent, or approximately ai^ 97,000, of the funds awarded 
to the 17 CSP demonstration projects funded in PY 1987 is earmarked for 
evaluation of the projects. Another cSP evaluation project oeing 
conducted in PY 1987 (cost: $25,000) is the development of a monograph on 
evaluation methodologies for local psychosocial rehabilitation programs. 
The monograph will be disseminated to each State shortly. In addition, 
approximately $150,000 is Planned to bp earmarked for evaluation, in 
aasociation with project awards to be made in September 1987, to 
approximately 12 new demonstration projects for the young adult with 
mental illness and substance abuse oroblems. 

CASSP — CASSP projects are evaluated by project staff, using uniform 
self-assessment instruments develooed by NIMH. In addition, $60,000 of 
PY 1987 funds are obligated to conduct a feasibility study to evaluate 
systems-level change from the perspective of parents of seriously 
emotionally disturbed children. 

There were no evaluation projects funded by cSP in PY 1985. In PY 1986, 
$159,000 of CSP funds was used to evaluate the 13 CSP demonstration 
projects funded in that year. 
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Additional intornation to question #14 

In Fiscal Vcar 1986, the National Institute of Mental Health cosponsored 
with the Council of State Ck)verninents tvo regional meetings on the 
psychological probleias being experienced by rural Americans living in 
States affected by the farn econony. The taeetinga brought together 
nental health and agriculture officials at Federal, State, and local 
governnent levels; national nental health and agricultural organizations; 
researchers; and providers to share knowledge, assess the extent of 
mental health problems in rural areas, and reconnend policy and program 
directions to local. State, ano Federal government-.al 3evel8. The ficst 
meeting was attended by representatives from 17 mid-western States; the 
fiscorvd concentrated on the southeastern States and was represented by 
over 30 States. A series of recommendations for State, county, and 
Federal actions were generated at each meeting. Tile input and 
recommendations from these meetings helped shape tr^e content of the 
Institute's Rural Mental Health Demonstration Program. 

The Division of Biometry and Applied Sciences (DBAS) administers this 
program. The Division of Education and Service Systems Liaison (DESSL), 
Which administers the CSP and CAS£P programs, participated in the design 
and scope of tne grant activities and preparation of the announcement. 
The USDA and HRSA were also consulted iu tne development and 
implementation of the program. 

In addition, the Institute has a contract with the National Assc;,iation 
of Counties (NACo) to provide information and consultation on rural 
mental health S'^cvice planning, organization, and delivery to county 
officials in se n States affected by the farm economy. The contract is 
designed to assl : county officials in understanding the mental health 
needs of their )1 residei. .3 and to become knowledgeable about existino 
program models wl .ch they could replicate in their counties. In 
addition, the association is compiling a profile of the rural mental 
health service delivery needs in these seven States. These contract 
activities are coordinated with the relevant NlfiH Divisions and their 
ongoing programs. 



196 



Additional information to question #16: 

A September 22, 1986 letter, addressed *To Whom it Hay Concern,* was sent 
to St. Elizabeth's Hospital (SEH) on behalf of 6 local shelters stating 
the shelters* Policy not to Accept discharges from psychiatric facilities 
and# by implication, alleging improprieties in SEH's discharge 
practices. SEH requested that the shelters provide specific information 
which could then be checked: the House of Ruth submitted a list of 104 
names of "women who have stayed at the House of Ruth in 1986, and who 
have previously been ti^ated at St. Elizabeth's Hospital.* At that time 
and, again, subsequent to the Committee's July 10 request for 
documentation, SEH staff revie'fed its patient data base. The second 
review of all available documentation indicated that only 34 of the 104 
were former (1980-1986) patients at SEH. An additional 13 names provided 
by the House of Ruth were possible matches. A November 6, 1986 letter 
from SEH (Attachment A) requested further information to assist in the 
verification of these 13 names; however, no response was received. 

Meanwhile, SEH staff conducted a detailed reviow nf the patient records 
for 30 of the 34 individ»ials who were known "matches*; the patient 
records of the remaining four individuals were not available for review 
at that time. This review indicated that SEH was only aware of 2 (of 
the 30) individuals having gone to shelters following discharge. Both of 
these individuals were well-known to the shelters as habitual shelter 
users and were discharged with the full knowledge and consent of the 
shelters. One of these individuals was continued as an active case by 
SEH staff after discharge with the cooperation of the shelter. 
Attachment B is a sumnary of the records review; th*j names and SEH 
identification numbers have been blacked o'Jt for confidentiality. 

A November 6, 1986 letter (Attachment C) from SEH's Chief Clinical 
Advisor invited the shelters* representative to a meeting to discuss 
these issues further. The letter states: *If individuals are being sent 
by staff as an outplacement, we can certainly stop this.* SEH staff have 
met On several occasions with shelter representatives, in a continuing 
effort to forge productive collaborations. In the Winter of 1986 another 
shelter spokesman charged to local television stations that SEH was 
dropping patients off near shelters each night in vans. An SEH official 
contacted the sookesman to request specific details regarding the 
spokesman's allegations; however, none were provided. 

Further information on SEH policy with regard to admissions and 
discharges and its relationship to shelters is provided as Attachment D; 
it is a statement by William G. Prescott, M.D., in an appearance before 
the Senate Confaittee on Appropriations (Subconnittee on the District of 
Columbia), January 23, 1985. 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 

NATIONAL INSTtTUTC OT MENTAL MEALTN 
WASHINCTON. P.C 2dO» 



Q.16 Attachnent C 



Novenrber 6. 1986 



%A\Hr c;.iza«ctm« hospital 



Celeste T. Valente» MSW 
Mt. Carmel House 
671 G PUce, N.W. 
Washington, D.C. 20001 



Dear Ms. Valente: 



i am writing in response to your letter of September 22, 
1986 addressed "To Whom It May Concern" regarding the 
homeless mentally ill. As Ch i e f CI i n i ca I Advisor of Saint 
Elizabeths Hospital and as a psych'ia t r i s t I have been 
concerned with this Issue for some time. As 1 am sure you 
are aware, staff at Saint Elizabeths Hospital have worked 
many, many years to assure appropriate conmjniiy placements 
for patients who no longer need hospital care. This is 
sometimes a difficult task. 



I sr. pleased that we can meet to discuss this issue 
further on Decerrtjer 2, 1986 at 2:00"p.m. I hope that rrweting 
can lead to a productive collaboration on issues of rrxjiual 



Ms&n^hile, in order for us to address the 5mnr«diate 
Jssue of individuals leaving Saint Elizabeths Hospital for 
shelters we mjst know the specifics of such situations. If 
individuals are being sent by stijff as an outplacement, we 
can certainly stop this. if, on the other hand, individuals 
are vo I><>nt8r i ly leaving and coming to a .shelter, the solution 
will be mjch more complex. Please convey any such specifics 
lo Mr. Arthur E. ScarpelM, Director, Dixon implementation 
Division. Saint Elizabeths Hospital. 



concern. 



S Inqer^erly , 




Bernard S. Arons, M.D. 
Chief Clinical Advisor 
Saint Elizabeths Hospital 
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AtUch»ent D 




DEPARTMENT OF HEALTH HUMAN' SERVICES 



Publk H«»nh S«rv<t 



Mtnt*i Httnh AdfTwvttrttion 
ROCkvOc MD 30857 



SUtemenl of 
Wlllitm 0. Pretcotti M.D.i 
ftiperlntendent, Stint EUubeths H(»p!tali 
for United States Sen-Atd 
Committee on ApproprlttlonJi 
Subcommittee on the District of Columbia 



on 



January 21, 1985 
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Senttor Specter tnd Members of the Subeomitteet 

*TUu^ you for the opportvinity to tppear before you today. I tm William G. 
Preseott, Superintendent of Saint EliubeUis Ho^)ittl tnd have been in that position for 
tUghtly more than one year, I am a career officer In the Commissioned Corps of the 
Public Health Service and have served in a variety of posts; most recently, before Saint 
Elizabeths Ho^>ital» I directed the Cuban-Haitian Refugee MenUl Health Program. Prior 
to that I was In charge of psychiatric services at the Public Health Services Hospital In 
San Francisco. 

My coUeacuct Mr. StockdiU, has already presented national information. I 
wish to inform ycu txriefly on current practices at Saint Elizabeths Hospital and on some 
of the efforts underway Jointly with the District of Columbia to develop a single, unified 
mental health system In the District for operation by the District government beginning In 
October, 1987. 

At Saint Elizabeths HospItAli admissions come primarily under the D.C. law known 
as the Ervln Act (21 D.C. Code 501 et se^) which provides for voluntary admissions, 
emergency admissions, and court ordered Indefinite commitments. Under the terms of 
the statute, the court may commit only If there is likelihood of Injury to self or others 
because of mental Illness. Commitment may be to an appropriate setting, other than 
Saint Elizabeths; thus there may be commitments to nursing homes or to mitpatlent 
treatment depending on the patients needs. 
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Voluntary admissions do not have to meet the stardard of dans^erousness but 
the person seeking admission roust be in need of inpatient services for menUl iUness or 
tUffible to router as « District patient at the Area D Community Mental Health Center 
operated by Saint Elitabelhs HospiuK Emergency admissions — frequenUy brought in by 
the police — must by law be discharged within strict time limits unless the Hospital seeks 
commitment or the patient becomes voluntary* 

Court comir.itted patients are not permitted to leave the hospital except on either 
xemporary or convalescent leave; however voluntary patients mcy sign themselves out— 
that is choose to leave ic^insi medical advice. Bo'h voluntary patients and committed 
ones do sometimes ^eave without authorization. For committed patients who are still 
considered dangerous* a warrant for their return is sought. Voluntary patients who sign 
themselves out must be r eleased within 48 hours. 

Most who leave the hospital do so, however, because they are discharged either 
because they no longer need psychiatric treatment or no longer need treatment in an 
inpatient setting and are planning to receive outpatient treatment elsewhere, or because 
they are placed on outpatient status — called convalescent leave at Saint Elizabeths. 
(LQt me state parenthetically here that the process I have been describing refers only to 
civil patients — it does not include forensic patients whose admission and discharge Is 
controlled by the court5.) 

What does this brief description of patients entering and leaving Saint EUzaeths 
Ho^ital have to do with shelters and the homelesst ll^ere are several important points: 

1) Ihe Hospital is, by law^ prohibited from admitting persons tmless they need 
inpatient psychiatric treatment. 
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\ 2} Persons who cannot be admitted may on occasion be given a shelter address if 

they have no other place to go* 

3) Tlie Hospital can not legally keep persons against their will if they do not meet 
commitment standards* 

4} Many voluntdxy patients do leave against medical advice and some of those may 
go to shelters* . 

5) It is not Hospital policy to discharge a patient to a shelter or to the streets* 

6) Hospital policy requires aftercare planning which includes careful attention to 
the living arrangements for those leaving inpatient treatment* 

Research done by Honital staff shows that many persons in the shelters in the 
District do have a history of some former contact with Saint Elizabeths Hospital and/or 
\ \he District mental health services, but there has been little evidence that persons go 

directly from the Hospital to the shelters or the streets* It also shows that a large portion 
of those in shelters are mentally ill and could benefit from treatment but not necessarily 
from inpatient hospitalization* 
' We are continuing our efforts to learn more about people in the shelters and on the 

streets so that Saint Elizabeths Hospital may be appropriately involved in providing 
mental health services* Some Saint Elizabeths Ho^ital physicians currently volunteer on 
their own time to provide services in the shelter* ITie Hospital is arranging for 
psychiatric residents to work with the District to provide services for the homeless 
mentally ill under supervision in locations selected by the District* Finally we are 
extensively involved with the District in planning for the District to assume authority 
over the entire mental liealth services system in October, 1987* Tliat planning effort is 
specifically mandated to consider what is needed for the homeless and 
will do so* I feel that we have the opportunity to develop solutions for this complex 
problem which recognizes and makes services available to meet the mental health 
needs of the homeless in the District* Again, thank you for the opportunity to 
appear* I will be happy to answer your questions* ^ 




Appendix 2.--Material Regarding the District of Columbia 
Mental Health System Referred to in Hearing Record 



STATEMENT OF 

ROBERT A. WASHINGTON r PH.D. 
COMMISSI ONER- DESIGNATE 
COMMISSION ON MENTAL HEALTH SERVICES 

DISTRICT OF COLUMBIA 

BEFORE THE 

COMMITTEE ON GOVERNMENT 0P;ERATI0NS 

SUBCOMMITTEE ON HUMAN RESOURCES AND 
INTERGOVERNMENTAL RELATIONS 

U.S. HOUSE OF REPRESENTATIVES 

May 19, 1987 
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Good Morning Nr* Chairman, i ah Robert Washington, Commissioner- 
Designate OF THE District of Columbia's Commission on Mental 
Health Services and I am pleased to speak to you regarding KIMH's 

LEADERSHIP ROLE IN ASSISTING STATES AND COMMUNITIES IN PROVIDING 
APPROPRIATE SERVICES FOR THE MENTALLY ILL* 

Historically, NIMH has played an agressive and very helpful 

LEADERSHIP ROLE THROUGH ITS GRANTS AND TECHNICAL ASSISTANCE 

PROGRAMS* Community Support Project (CSP; and Human Resource 
Development (HRD) grants have enabled states to approach the 
treatment of the severely mentally ill in a systematic and 
conceptually sound manner* technical assistance in such areas 
as data collection and analysis, outcome evaluation, 
minority concerns, and violent behavior has been of immense 
VALUE* That is not to say that more shouldn't and couldn't be 

DONE in these AND OTHER AREAS* ChILDREN's SERVICES, FORENSIC 

services, and services to the elderly are but three areas where 
much more needs to be done* 

Unfortunately, in recent years, NIMH's momentum has slackened 

IN THE FACE OF SEVERE BUDGET CUTS* Th I S MUST BE REVERSED SO 
THAT UIMH CAN MAINTAIN AND INCREASE ITS LEADERSHIP ROLE AND CAN 
CONTINUE TO ASSIST STATES IN DEVELOPING THEIR MENTAL HEALTH 
DELIVERY SYSTEMS TO BETTER MEET THE MENTAL HEALTH NEEDS OF 
OUR CITIZENS* 
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SpECIFICALLY, I JOIN OTHERS IN RECOMMENDING INCREASED FUNDING 
IK THE NIMH RESEARCH BUDGET TO SUPPORT THE DEVELOPMENT OF MeNTAc 

Health Service Research Centers and research on the financing 

AND delivery OF CARE* i-OSALS FOR SUCH CENTERS ARE NOW BEING 

REVIEWED/ AND FUNDING IS AVAILABLE FOR ONE* FUNDS ARE RECOMMENDED 
TO SUPPORT ADDITIONAL CENTERS IN FY 88, AND FOR RESEARCH GRANTS 
ON SERVICE SYSTEM STUDIES* 

NIMH DEVOTES A CONSIDERABLE PORTION OF ITS RESEARCH GRANTS 
BUDGET TO STUDIES OF CLINICAL TREATMENT BUT LESS THAN 1% OF THE 
RESEARCH GRANTS IN FY 19 86 ($1*35 MILLION) SUPPORTED WORK THAT 
EXAMINED THE FINANCING AND DELIVERY SYSTEMS THAT PROVIDE SUCH 

CARE* There are significant opportunities now available to 

STUDY THIS ASPECT OF MENTAL HEALTH SERVICES INCLUDING THE USE 

.OF Medicaid waivers, the $<)2 million demonstration projects 
supported by the robert wood johnson foundation for services 
to the chronically mentally ill, and various altenatives to 
traditional models of service delivery that use case management, 
utilization review, and other forms of cost^consci ous service 
delivery mechanisms* 

Also, additional funding is needed to increase support for the 
Minority Research Centers* Service delivery issues pose special 
complexities for minority groups* additional support for the 
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EXISTING Minority Resi'arch Centers should enhance their ability 
TO address these iss'jes* For the District of Columbia this is 

AN area of particular IMPORTANCE* 

I APPRECIATE YOUR INTEREST AND HOPE THAT YOU WILL FIND THE 
MEANS TO ENHANCE NIHH'S LEADERSHIP ROLE IN ASSISTING STATES TO 
DEVELOP SYSTEMATIC APPROACHES TO THE DELIVERY OF MENTAL HEALTH 
SERVICES* 
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. JMUCMTfOOT ICW* 

[SSSL HUNOfttOTH CONGRtSS 



Congress of the Bnitd States 

limist of 'RtpTCsuiuiibu 

HUMAN RESOURCES AND 
INTEflGOVERNMENTALRaATIONS SUBCOMMfTTEE 
orTKf 

COMMITTEE ON GOVERNMENT OPERATIONS 

RAYSUKN MUSI OfTKf •UOCXMC. KOOM »-372 
WASHINGTON. DC 20S15 



May 29, 1987 



Robert Washington, Ph.D. 

Acting Administrator 

Commission on Mental Health Services 

1875 Connecticut Avenue, N.W. , Suite 1130 

Washington, D.C. 20009 

Dear Dr. Washington: 

I regret that you were unable to provide testimony at 
the subcommittee's May 19 hearing on the Federal role in 
providing services for the mentall/ ill. 

For the hearing record, please answer the following 
questions as specifically and completely as possible. I 
would appreciate receiving your responses by June 8, 1987. 

1. According to a report that was issued by the public 
Citizen Health Research Group last year, D.C. spends $176 
each year per capita on mental health services, more than 
twice as much as New York State, and five times as much as 
the average State. Nevertheless, according to the report, 
D.C. has relatively poor services, especially for outpatient 
community care. What kind of Federal assistance could 
improve the situation in Washington? 

2. At the May 19 hearing, ue heard testimony about St. 
Elizabeth's patients being dumped in homeless shelters. When 
the responsibility for St. Elizabeth's Hospital is 
transferred from the Federal Govomment to D.C, what will 
you do to prevent the dumping of former patients into 
shelters? 

3. How many mentally ill people living in shelters 
were placed in permanent community housing in D.C. in FY 
1986? Of those people who were released from the hospital 
and placed in housing, how many remain in that housing? 
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Robert Washington, Ph.D. 
May 29. 1987 
Page Two 



n^^^il^K. « ^2^, - P^^" transferring St. 

cii Snn Federal Government to D.C., 

500-800 patient beds will be elininated over the next 5 
Itlllk^^^J" ^-''^''''l.^^^ community units are planned to 
»pSi^f?v ^^.l" already hundreds of homeless 

?n ^hi ^^^i^^^ °" streets of D.C., what will happen 

be se^ed1t'lS!'E??L'SeS?s?'^ ^^^^ - 

v>«^^ ^" most States, mentally ill people who are judged 
to be dangerous to themselves or others are involuntarily 
committed to a psychiatric hospital. In Washington, men?all? 
illJ^ ^yl dangerous to themselves and 

^-^^S Conmission on Mental Health are sometimes 
returned to their homes if they promise to seek treatment 
Can you provide us with statistics on how often that happens 
and explain why D.C. does not consider that to be sufficient 
reason to require inpatient care? J>utiicienc 

6. When St. Elizabeth's becomes a D.C. facility it 
"inllJ^^^,^^^ accreditation by the Joint Commission on the 
Accreditation of Hospitals, and have to reapply. in the 
meantime, for at least a few months, patients' care will not 
?n ^rn^f^p^^^^^ Medicaid or Medicare. What will be dSne 
to provide funding for those patients? 

Thank you in advance for your cooperation. 
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GOVERNMENT OF THE DISTRICT OF COLUMBIA 



DCPARTMCNT OF HUMAN SCRVlCCS 



WASHINGTON. OC 2QQQ2 
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orricc or thk omiCTOR 



Mental Health Services 



Administration 
Suite 1130 

1875 Connecticut Avenue, N.W. 
Washington, D.C. 20009 
(202) 673-7783 



Honorable Ted Weiss 
Chairman, Hunan Resources and 
Intergovernmental Relations 
Subcommittee 
Rayburn House Office Building, 
Room B-372 

Washington, D.C* 20515 
Dear Representative Weiss: 

Unfortunately, I was unable to provide oral testimony at the 
Subcommittee's May 19th Hearing because of tne necessity of 
ray presenting testimony on the deficiencies in the Department 
of Health and Human Services budget for Saint Elizabeths 
Hospital before the House Appropriations Subcommittee on the 
District of Columbia on that same day. 

I appreciate the opportunity to place the answers to the 
questions contained in your letter of May 29, 1987 in tne 
hearing record. The answers are: 

1. Question : 

According to a report that was issued by the Public 
Citizen Health Research Group last year, D.C. spends $176 
each year per capita on mental health services, more then 
twice as much as New York State, and five times as much 
as the average State. Nevertheless, according to the 
report, D.C* has relatively poor services, especially for 
the outpatient community care. What kind of Federal 
assistance could improve the situation in Washington? 



The relatively poor services, especially for outpatient 
community care, provided in Washington, D.C. in the past 
are currently being improved. It is my expectation that 



Answer : 
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with the implementation of the now Coramunity-Based Mental 
Health System, the District's outpatient community care 
will become a model for the nation. Federal assistance 
through planning grants, community support project (CSP) 
and human resource development (HRD) grants, and technical 
assistance in such areas as data collection and analysis, 
outcome evaluation, minority concerns, violent behavior, 
children's services, forensic services, and services to 
the elderly will be especially helpful in making this 
happen. 

Question: 

At the May 19 hearing, we heard testimony about St. 
Elizabeths* patients being dumped in homeless shelters. 
When the responsibility for St. Elizabeths* Hospital is 
transferred from the Federal Government to D.C., what 
will you do to prevent the dumping of former patients 
into shelters? 

Answer; 

The dumping of patients into homeless shelters is currently 
against hospital policy. This policy will be enforced 
more strictly following the transfer of the hospital to 
the District government on October 1, 1987. Of course, 
there is nothint, to prevent patients from choosing to go 
to homeless shelter-*! and a few will undoubtedly continue 
to do so. In the meantime 469 independent living slots 
(case management) have been contracted for beginning in 
late January, 1987. As of the end of April, 152 slots 
were still to be filled. All are expected to be filled 
by September 30, 1987. An additional 200 slots 'Jill be 
contracted in fiscal year 1988. Also, 200 slots have 
been activated in 1987 through th*i District operated 
community mental health outreach units. 

Question ; 

How many mentally ill people living in shelters were 
placed in permanent community housing in D.C. in FY 19867 
Of these people who were released from the hospital and 
placed in housing, how many remain in that housing? 
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Answer: 

Unfortunatelyf your question cannot an:;we)!ed. The 
data collection and tracking systems are ziot s\ble to 
provide this information for Fiscal Year 198G* In the 
future, this will be corrected* 

4* Question; 

According to the plan for transferring St* Elizabeth,?* 
Hospital from the Federal Government to D*C*, 500-800 
patient beds will be eliminated over the next 5 years, 
but only about 200 community units are planned to replace 
them. Since there are already hundreds of homeless 
mentally ill people on the streets of D*C*f what will 
happen to the additional approximately 500 people who 
will no longer be served at St« Elizabeths? 



Placements will be found for all of the additional SOC 
patients that you have identified* ISO will be placed in 
a transitional community residential facility (CRF) on 
the hospital grounds, 150 in a nursing home on the hospital 
grounds, 68 in a transitional facility for mentally retarded 
persons, 100 in apartments, being renovated by the D*C* 
Department of Housing and Community Development, and the 
remaining are expected to return to their own homes* In 
addition, some of the housing slots discussed in the 
answer to question 2 could be utilized for this population* 

5* Question; 

In most States, mentally ill people who are judged to 
be dangerous to themselves or others are involuntarily 
committed to a psychiatric hospital* In Washington, 
mentally ill people who are found to be dangerous to 
themselves or others are sometimes returned to their 
homes if they promise to seek treatment* Can you provide 
us with statistics of how often that happens, and explain 
why D*C* does not consider that to be sufficient reason 
to require inpatient care* 



The civil commitment process is a legal process used in 
all states and the District to involuntarily commit 



Answer ! 



Answer! 
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patients* The legal requirements for comraitraent and 
discharge vary from state to state* Some juriodictions 
provide for outpatient as well as inpatient commitment 
for those patients whose dangerousness can be clinically 
managed on an outpatient basis* In the District, no 
patient who has been involuntarily committed as an 
inpatient is discharged until dangerousness is found to be 
no longer present in the judgment of clinicians* 

6* Question: 

Vhen St* Elizabeths becomes a D*C* facility, it will lose 
its accreditation by the Joint Commission on the Accredi- 
tation of HospitdlSf and have to reapply* In the roeant'ine/ 
for at least a few monthsr patients* care will not be 
reimbursable by Medicaid or Medicare* What will be done 
to provide funding for these patients* 



Accreditation and federal reimbursement are not directly 
related* Certification for federal reimbursement is not 
dependent on accreditation nor is it automatic with 
accreditation/ although nost of the elements of both are 
similar or identical* Further, accreditation at Saint 
Elizabeths can be administratively extended, pending re- 
survey, for up to six months after the transfer to the 
District* Such an extension will be sought and is expected 
to be granted* Medicare certification does not tenainate 
on transfer of>ownership and will continue regardless of 
extension of accreditation* 

Thank you for this opportunity to go on record* 



Answers 



Sincerely, 




Robert A* Washington, Ph*D* 
Acting Administrator, MHSA 
Commissioner Designate, CMHS 
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DC Advocates for Che Mentally 111 Homeless 
19 Z'jQ. Street, Northwest 
Washington, D.C. 200Gi 

October 9, 1987 

Ted Weiss, New York, Chairman 
Congress of the United States 
House of Representatives 
Committee on Government Operations 

Dear Mr. Chairman, 

We are writing at this time to reiterate our previous testimony 
regarding the problem revolving around the mentally 111 who are now 
homeless and residing In shelters. 

As service providers we continue to see larg** numbers of mentally 
111 homeless In our facilities. At Calvary Shelter alone twenty-one of 
the twenty-eight residents suffer from some form of mental Illness and 
fifteen of the twenty-eight are being treated with psychotropic medica- 
tions. In other emergency shelters the numbers are similar. 

We are very concerned about these persons who are not receiving the 
proper treatment they require and are deteriorating as a result. Many of 
our clients are former patients of mental health hospitals and can not 
care for themselves. They require supervised housing, dally emotional 
support and proper mental health care. Ihe shelters in the District of 
Columbia can not provide all of these services. 

In the testimony we presented before your committee, we stated that 
St. Elizabeth's Hospital was discharging patients directly to the shelters. 
Thanks to the attention brought to this problem by your committee, the 
problem of direct referrals has been alleviated. However, because there are 
so few alternatives for the mentally ill in the community and because Social 
Workers at the hospital are forced to discharge patients under stringent 
deadlines, many patients end up in unsuitable living arrangements. And, we 
are finding that although the patients are not directly referred to out 
facilities, they eventually end up at our doors. 
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We urge you to continue investigating this problem of inappropriate 
discharges. Vliether or not the hospital is directJly discharging to the 
shelters the fact is: the mentally ill make up a large percentage of the 
population living in shelters. 

As advocates for the mentally ill vc believe these individuals 
deserve suitable living arrangements that enable them to live decent and 
productive lives. Shelters are not appropriate settings for the mentally 
ill and currently that is where many are fopced tv live. 

With the transfer of aJminist ration of St. Elizabeth's Hospital from 
Federal to District* we are hopeful that there will be a new awareness and 
a new set of policies regarding inappropriate discharges* The attention 
that your cooaittee brought to this matter was of great assistance in 
making this a public issue. We are grateful to you for this and look for- 
ward to your continued review and evaluation of these policies. 



D.C. Advocates for 



the Mentally 111 



Enclosure 
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Cdlvary Shelter Resident* , Dcdleaclons prescribed by Keal Bsriurd, M.D. 



Initiajlg of Client Current DirtRnosig Hcdicntion Prcseribcd 

CT Tamnoid Schizophrenic Haldol 

J8 Alcohol Dcaentia Medication deferred 

{fjB Taranoid Schizophrenic Prolixin 

Medication refused by client 

AD Paranoid Schizophrenic Prolixin 

CK " Haldol 

^Ij Paranoid Schizophrenic Prolixin 

TM Schizoid Personality Medication refused by client 

CB Depressive Personality Medicalton refused by client 

)>P Paranoid Schizophrenic Prolixin 

EP Alco}u>| Deaentia, Psychosis Pro.iiixin 
Apparent 

Paranoid Schizophrenic Medication refused by client 

V5 Schizoid Personality ailoroprisisinc 

MU Schizophrenic Prolixin 

Sa Manic/Depressive Tlierapy 

Clients not yet seen by Dr. Sarnard dia{;no3is nade by Social Worker 

fQ dual diagnosis, Mental 

Kecsrdation, Schizophrenic 

JK Schizophrenic 

DS Psychotic, actively h«llucinatinft 

violent behavior 

£U Violent Behavior 

EU Violent Behavior 

RA Paranoid Schizophrenic 
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SUPERIOR COURT OF OF COLUMBIA 

I9SFSEP22 AH!O02 

WASHINGTON, a C. 20001 

September''!^ ;■ ^937''" 

Honorable Ted Weiss 

Congress o£ the United States 

Houst- of Representatives 

Raybum House Office Building, Room B-372 

Washington, D* C* 20515 

Re: Human Resources and Intergovernmental 
Relations Subcommittee 

Dear Congressman Weiss: 

This is to acknowledge receipt of your letter dated Septem- 
ber llf 1987 regarding committed patients from FY 1986 to the 
present* 

Since the beginning of FY 1986, the Commission on Mental 
Health has recommended and the Superior Court for the District 
of Columbia has committed 192 patients for inpatient treatment. 
Included in this figure are approximately 50 elderly patients 
that were committed to nursing homes because no one in the 
family could care for them* Since the beginning of FY 1986 
there have been 109 patients committed for outpatient treatment 
at Saint Elizabeths Hospital and to the Community Mental Health 
Centers in the District of Columbia* In cases where the patient 
is in need of specific treatment, supervision and care, the 
Commission on Mental Health will make this recommendation to the 
Court* The Court will incorporate this recommendation in its 
committment order* 

If further information is needed, please contact me* 




Sincerely, 



Aoames S* Gardiner 
^Chairman and Attorney for the 
Commission on Mental Health 
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Government of the Dtsr^iCT of Columbia 

OePARTMCNT or HUMAN SCRVrC£S 
WASH'NGTON O C 20002 



Commission on Mental Health 



Services 
Suite 1130 

1875 Connecticut Avenue, N.W. 
Washington, D.C. 20009 



TO: 

FROM: 
SUBJECT: 



A N D U H 



Diana Zuckerman, Ph»D. 
Professional Staff Member 
House of Representatives 
Human Resources and Intergovernmental 
Relations Subcommittee of the Committee 
on Government Operations 

Kenneth B. ^iags^ Chief 



Request for Information on Individuals Judged to 
be Dangerous to Selves or Others 

In response to Chairman Weiss* letter dated 
September 11, 1987 addressed to Commissioner 
Gardiner, the number of persons committed for 
treatment (i.e , judged to be dangerous to selves 
or to others) during FY 1986 and FY 1987 was: 

Total Committed 319 

Committed to Inpatient Psychiatt c Treatment 160 
Committed to Outpatient Psychiatric Treatment 109 
Committed to Nursing Home Treament 50 

All persons found to be mentally ill and dangerous 
to self or others were committed. 

These statistics were determined using a combination 
of data provided by Commissioner Gardiner and the 
SBH database. 

If you have any questions please do not hesitate 
to contact ne at 673-7783. 




o 
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